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CARE OF THE NEW BORN 
M. K. WYLDER, M. D. 
Albuquerque, N. M. 


(Delivered before the New Mexico Medical Society, at its Fifty- 
first Annual Session, at Clovis, N. M., May 13-15, 1937.) 


Many unnecessary heartaches and disap- 
pointments could be averted, were a negative 
Wassermann required from both contracting 
parties before licensed to wed. 

The care of the new born should begin early 
in the pregnancy. Every primipara, and every 
multipara whose previous children have not 
been healthy, should have Wassermanns, and 
if positive, treatment should begin at once. 
With careful treatment it is often possible to 
save the baby. If the Wassermann is not con- 
clusive, a provocative Wassermann should be 
done. By careful supervision of the mother 
during pregnancy, much can be done to bene- 
fit the unborn child. The kidneys must be 
watched. 

Many babies are born with a low calcium 
type of tetany. This low calcium condition 
first manifests itself in the mother by muscular 
cramps. If on the first appearance of cramps, 
she be given viosterol, plenty of milk and cal- 
cium, the cramps disappear and the baby will 
not develop tetany. 

A baby with muscular twitching, positive 
Chvostek’s signs, all reflexes exaggerated, cya- 
nosed at times, no bulging of fontanels and no 
spasticity, in all probability has a low calcium 
type of tetany. This responds quickly to cal- 
cium therapy, viostrel, ultra-violet light or 
sun baths and the father’s blood into the 
gluteal muscle. We are told that we can give 
calcium gluconate intra-muscularly. Don’t do 
it! I have given it that way many times, but 
the last time I did, I got a slough as big as my 
hand. Now if I use it, I use it intravenously. 

Birth injuries are too frequent, and the one 


that is apt to arrest our attention is the intra- 
cranial hemorrhage. These may vary from so 
mild they cause no symptoms, to the serious 
ones which cause cyanosis, stertorous breath- 
ing, general muscular spasticity, convulsive 
eye movements, bulging fontanel; in some 
cases these are caused from over-lapping of the 
bones in a long hard labor. These cases in the 
new born correspond to fracture of the skull in 
the adult, and should be handled with as much 
care. They should be put at complete rest, not 
taken up to feed, and not handled except when 
absolutely necessary. 


While some do not advocate lumbar punc- 
ture, I believe it has great value both as a diag- 
nostic and a remedial agent. The puncture 
should be done with great care, because to be 
of any value diagnostically the needle must 
barely enter the canal. If it goes too far it will 
puncture the veins on the anterior surface of 
the canal, making it impossible to say whether 
the blood is from the needle puncture or from 
the injury. Sufficient fluid should be with- 
drawn to reduce the pressure, because if the 
pressure is reduced and kept down by repeat- 
ed punctures when indicated, we may save a 
life or prevent a life of invalidism and imbe- 
cility. 

Some cases, however, do not respond to any 
treatment, as of course some of them are due 
to hemorrhage plus crushing injury to the 
brain involving important centers and they die 
regardless of what is done. It is little short of 
criminal to tell the mother of one of these chil- 
dren that so simple a thing as a spinal punc- 
ture, if done at the right time, might have giv- 
en her a healthy, happy child. In many in- 
stances that might have been the result, but 
many are doomed to failure. Intra-cranial 
bleeding may be an indication of hemorrhagic 
diathesis and in this event should be treated 
just as we do any other tendency to bleed from 
this cause, using injections of human blood. 
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Asphyxia is a birth complication that is too 
frequent and often results from the use of 
morphine, scopolamine, amytal and other 
pain-relieving remedies to make a painless 
childbirth. Morphine and HMC should not be 
used if one thinks the baby will be born in 6 
hours. It is claimed that nembutal has less 
harmful affect on the baby than any of the 
others. Aside from drugs, long hard labor and 
prolapse of the cord, asphyxia should be treat- 
ed by first aspirating mucus from throat and 
trtachea, then inhalations of oxygen with CO: 
—first recommended by Henderson. Dipping 
in cold water, shaking and spanking are going 
out of style. Above all, the babies must be kept 
warm as, they do not stand chilling. 


Among the less common and also the less 
serious birth injuries may be mentioned frac- 
tures of the clavicle, humerus and femur. In 
the new born these heal quickly and with 
little trouble. Caput succedaneum needs 
only to be let alone. Hemorrhage into the 
cleidomastoid muscle gives the appearance of 
a torticollis and usually clears up all right but 
sometimes requires surgical intervention. 
Nerve injury during delivery may cause par- 
alysis of the arm or forearm. 


Of all congenital abnormalities, the most im- 
portant is in the heart. The severe cases die in 
a few hours or a few days. The less severe live 
longer, but few reach maturity. Some are hard 
to diagnose and there isn’t much to do for them. 


Spina bifida should always be looked for. 
Nearly all babies have separation of the recti 
muscles at the navel, which tends to draw to- 
gether spontaneously. Most of them are closed 
by the end of the first 6 months. 

Harelip is never overlooked, but cleft palate 
occurring alone often is. These demand early 
surgical attention. Quite a few boy babies 
have hydrocele. This tends to clear up spon- 
taneously. 


I know of no organ in the new-born that has 
had more discussion and with fewer con- 
clusions than the thymus. Undoubtedly some 
babies are born with enlarged thymuses. Some 
stay large and some become small. The thy- 
mus has been blamed for many sudden deaths. 
Status thymicolymphaticus is a beautiful word, 
but now comes Dr. George L. Waldbott of De- 
troit and brings forth considerable argument 
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that sounds reasonable, that these so-called 
thymus cases are not thymic at all but allergic. 


Fever during the first few days is usually 
due to dehydration and disappears upon giving 
the baby plenty of water. 

Toward the end of the first week, we fre- 
quently are told the baby is turning yellow. 
This is nearly always a result of the breaking 
down of a large number of red blood cells that 
are not needed in extra-uterine life. This 
clears up quickly and is of no consequence. 
We should remember, however, that there is a 
rare type of jaundice that is fatal. This appears 
usually on the first day. 

The question of feeding the new born has 
caused much discussion with many divergent 
opinions. Kuglmas maintains that the so- 
called physiologic birth weight loss should be 
prevented, and can easily be prevented. Many 
other good men claim that no difference can 
be told by the time they are 6 months of age, 
between the one who maintained his birth 
weight and the one who didn’t. Others state 
that the one whose birth weight was not main- 
tained got hungry, therefore taking the breast 
better and by the end of the month was a bet- 
ter baby. I believe it makes little difference. 
However, enough fluids should be given the 
first few days to prevent thirst fever. 


We are all agreed that no other food equals 
breast milk and that an honest effort should be 
made to feed the baby on the breast, but that 
supplementary feeding should be started when- 
ever the baby fails to gain. As to methods of 
feeding, there are many that are satisfactory. I 
think any pediatrician will do best in the meth- 
od he understands best. As Dr. Marriott says, 
“Good pediatrics consists of figuring out a for- 
mula that meets the requirements and stick- 
ing to it.” 

Infant mortality has been greatly reduced 
and it can be reduced further. Over 12% of 
the deaths under 1 year occur during the first 
24 hours. This shows the necessity of begin« 
ning early to attack our problems. 





SYPHILIS, By Morris Fishbein, M.D.; Editor, 
Journal of the American Medical Association and 
of Hygeia, the Health Magazine; David McKay 
Company, Philadelphia; 1937; Price $1.00. 

This is a small book of 70 pages, giving the es- 
sential facts about the prevention and treatment 
of syphilis and is recommended for general distri- 
bution to the public. 
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Therapeutic Value of Iodized Oil 


Intratracheally in Bronchiectasis 
RAY M. BALYEAT, M. D. 
Oklahoma City, Okla. 


(Extract from lecture, “The Therapeutic Value of the Intra- 
tracheal Use of Iodized Oil in the Treatment of Intractable 
Asthma, Chronic Bronchitis, and Bronchiectasis,”’ given before 
the 55th Annual Meeting of the New Mexico State Medical So- 
ciety, Clovis, New Mexico, May 14, 1937.) 


I review the facts on bronchiectasis and dis- 
cuss the therapeutic value of the intratracheal 
use of iodized oil in various types of bronchiec- 
tasis, and present 2 brief case reports. 

The incidence of bronchiectasis is much 
greater than commonly supposed. Ochsner' 
believes it the most frequently encountered 
pulmonary condition. Priddle? found it in 
7.1%0f adult male medical-hospital admissions. 
Lemon’ reported that it occurred in 4% of 
children admitted to the Mayo Clinic between 
1920 and 1925. 


Influenza is probably the most common 
cause, but bronchiectasis may result from or in 
connection with many other conditions. It oc- 
curs in some form, to some degree, in practica!- 


ly all cases of chronic asthma. 

Symptoms vary greatly, depending on dila- 
tion, size and number of the affected bronchi. 
The associated lung and bronchial pathology 
has much to do with the symptoms. Cough, 
dyspnea, and expectoration, with repeated at- 
tacks of bronchial pneumonia of the mild type, 
are the chief symptoms. In the asthmatic, the 
symptoms are associated with attacks of wheez- 
ing. Whether bronchiectasis is with asthma or 
without asthma, chronic bronchitis frequently 
is present. 

Patients suffering from large or numerous 
bronchiectatic areas often have intermittent 
attacks of cough and expectoration, with re- 
missions of comparative freedom from symp- 
toms. The sputum may be chiefly purulent, or 
mixed with large quantities of white, glairy 
mucus. Often it is blood-tinged. Not infre- 
quently actual hemorrhage occurs. The spu- 
tum may be putrid and offensive. This, how- 
ever, is not true in asthmatics, since there is 
usually multiple involvement of the smaller 
bronchi and the sputum is constantly discharg- 
ed into the larger tubes and expectorated. 

Visualization of the bronchi by use of 
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iodized oil often shows a considerable degree 
of bronchiectasis in patients with no symp- 
toms except when there is acute infection of 
the respiratory tract. Bronchiectatics of long 
standing usually have emphysema. This is 
especially true in asthma complicated with 
bronchiectasis. 

Clubbing, of fingers is common in bron- 
chiectasis without asthma, but rare if asthma 
also exists. 

Bronchiectatic areas are usually in the lower 
lobes—in the left more often than the right. 

The diagnosis of bronchiectasis has been 
greatly facilitated through bronchial visualiza- 
tion by means of iodized oil with a specific 
gravity of 1.3 or more; the type and degree of 
bronchiectasis can be fairly clearly determined. 

The prognosis depends largely on distribu- 
tion of the involvement, size of the bronchiec- 
tatic areas, and the extent to which the cavi- 
ties or enlarged tubes can be kept clean. Most 
patients suffering from bronchiectasis of a 
marked degree show evidence of toxemia. 

Treatment of various mechanical, medicinal, 
and surgical means has been used—on the 
whole, unsatisfactorily. If the cavities are con- 
nected with large bronchi, postural drainage is 
indicated. In the asthmatic complicated with 
bronchiectasis, the finger-like and the saccular 
areas are usually hooked up with small bronchi 
or bronchioli and, therefore, postural drainage 
is of little value. Iodides orally or intravenous- 
ly help liquefy tenacious sputum and thereby 
improve drainage. In many cases autogenous 
vaccines should be tried. Surgical means de- 
signed to facilitate drainage and to promote 
the collapse and shrinkage of the cavities are 
of value in certain types. Bronchoscopic treat- 
ment, as advocated by Chevalier Jackson, has 
a definite place in various types if done by 
skilled bronchoscopists. 

A number of years ago, Ochsner! advocated 
lipiodol intratracheally as a therapeutic meas- 
ure. Following his suggestion, we became in- 
terested in the possibility of iodized oil as a 
mechanical measure to drain the bronchial 
tubes in chronic bronchitis, asthma associated 
with bronchiectasis, and in the usual form of 
bronchiectasis. 

For the past 3.5 years, we have used iodized 
oil of a low specific gravity (1.13) in over 500 
cases, and we have watched the progress of 
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many of them over a period of from 2.5 to 3 
years. Most of the patients have had asthma 
associated with bronchiectasis; about 10% had 
bronchiectasis without asthma. 


After using iodized oil intratracheally as a 
mechanical measure, combined with elimina- 
tive measures and desensitizing methods in a 
large group of cases suffering from asthma 
complicated with bronchiectasis, we conclude 
that the combined method cf treatment is far 
superior to only the eliminative measures and 
desensitizing methods. Iodized oil given intra- 
tracheally as an adjunct in the treatment. of 
bronchiectasis without asthma is certainly .of 
considerable value. 


In previous reports, I discussed the use of 
iodized oil in asthmatics complicated with 
bronchiectasis. I report briefly 2 cases, dem- 
onstrating the use of iodized oil intratracheal- 
ly as a therapeutic measure in bronchiectasis 
without asthma. 


A female, aged 24, complained of cough, expec- 
toration of a moderate amount of yellowish ma- 
terial, and a feeling of being “worn out” a great 
deal of her time. She reported that when 2 years 
of age she had bronchial pneumonia, and since 
that a loose cough and a moderate amount of sput- 
um; at times following colds she raised large 
amounts. From time to time she ran fever, and a 
diasnosis of tuberculosis was made when she was 
=— 5 years of age and she was put to bed for a 

e. 


~ 


Fig. 1. Bronchiectasis of 22 years standinig. Note 
the many tubular bronchiectatic areas. 
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We found, on physical and bronchographic stud- 
ies, bronchiectasis on the left side and chronic bron- 
chitis on both sides. The bronchiectasis, as shown 
in figure 1, is the tubular type. 

Iodized oil has been given intratracheally for the 
past 8 months, at weekly intervals. Each time, 15 
c.c were given on the left and 5 c.c. on the right side. 
She has gained weight, her skin has lost its doughy 
appearance, and the tired feeling of which she com- 
plained has disappeared. The amount of sputum 
has decreased about 50 per cent. The discharge now, 
instead of being foul is sweetish. 


Fig. 2. Tubulo-saccular form of bronchiectasis 
of about 20 years’ standing. 


The use of iodized oil will not materially 
change the size of the tubes. Its chief value is 
that of replacing the purulent material with a 
non-irritating and non-absorbab!e substance. 

A male, aged 25, had cough and sputum since 3 
or 4 years of age, with a history of urticaria 2 or 3 
times. During early life and in the teens he daily 
raised considerable foul sputum. At the present 
time, the only symptoms are the raising of a large 
amount of purulent secretions daily and the feeling 
of being “worn out” and short of breath at times. 
He appeared toxic. 

By physical examination, no evidence of bron- 
chitis existed. The bronchogram showed a tubulo- 
saccular bronchiectasis (Fig. 2). 

Treatment has consisted of the use of iodized 
oil intratracheally, putting 20 c.c. on the right side. 
We have had him under treatment 3 months. 

This case is reported because, differing from 


the previous case, there is no chronic bron- 
chitis, which is often found with bronchiectasis. 

Unless something is done to free him from 
absorption of toxic material, by the time he is 
35 years of age, perhaps engineer for some 
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large concern, he will be unable to handle his 
work on account of his physical condition. 

The iodized oil can not close large bron- 
chiectatic areas. It acts only in a mechanical 
way as a replacement medium, thereby pre- 
venting absorption of much toxic material. 
Here again, as in the previous case, assuming 
that the oil has to be used weekly over a period 
of years, or even throughout life, it is well 
worth while. 
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THE DIAGNOSIS OF BLOOD 
DYSCRASIAS AND ALLIED 
DISEASES 
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Associate Professor of Clinical Pathology, 
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(Delivered before the New Mexico Medical Society, at its Fifty- 
Fifth Annual Session at Clovis, N. M., May 13-15, 1937.) 


Recent advances in hematology have brought 
interesting valuable procedures for the diagno- 


sis of blood dyscrasias and allied diseases; 
moreover, blood studies often lead to diagnoses 
of diseases entirely unsuspected. The classifi- 
cation of diseases by laboratory findings with- 
out evaluation of clinical data falls short of 
the ultimate aim—exact diagnosis. This is ex- 
emplified most forcefully by the progress made 
in treatment and discovery of the cause of 
pernicious anemia. Only a few years ago we 
relied upon characteristic blood findings to 
substantiate our diagnosis. Nucleated red 
cells, extreme poikilocytosis, Cabot ring bod- 
ies and a predominance of macrocytes were 
considered to be more or less distinctive fea- 
tures. Still later, therapeutic investigations by 
Murphy, Minot, Castle and others led to the 
discovery that certain anemias, namely, the 
macrocytic types, respond favorably to liver 
therapy. More recently concentrated diver ex- 
tracts parenterally administered, with studies 
of the intrinsic factor as related to the func- 
tion of the stomach, have contributed to our 
knowledge so we now know it to be a specific 
deficiency disease. We called it primary an- 
emia, because the hematopoietic system seem- 
ed primarily at fault. For years it was known 
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as pernicious anemia because the prognosis was 
universally grave—the patients nearly all dy- 
ing in less than 10 years. Now it is probably 
more properly designated Addison’s anemia. 
The patient can be relieved of symptoms and 
recurrences by liver therapy. Laboratory 
studies have been extremely helpful and con- 
tributed largely to the ultimate results, but if 
we had been satisfied with laboratory classifi- 
cations and not discovered the specific etiology, 
we would still be offering our patients compar- 
atively poor prognoses. 

Clinical classification without proper regard 
for laboratory findings is also a dangerous pro- 
cedure. How many tons of iron have been ad- 
ministered to anemic patients without ade- 
quate study to determine whether or not iron 
is indicated? The clinician has been quick to 
recognize pallor, shortness of breath, weakness, 
loss of energy and ambition, dizziness and oth- 
er clinical findings so characteristic of anemia, 
but in how many instances have we actually 
studied cases to the extent that accurate labor- 
atory classifications could be made with the 
idea of making etiologic diagnoses? 

I saw a baby 2 weeks of age which at birth 
appeared normal. The child was adopted on 
the 10th day of its life and 2 days later the new 
mother noted a palior. A physician was con- 
sulted and 2 days later when I saw the child in 
consultation, extreme pallor, slight icterus and 
hematologic studies indicated severe anemia. 
The blood count was 1,200,000 and the hemo- 
globin 15%. There was an occasional nucleat- 
ed red cell, extreme poikilocytosis and as near 
as we could determine by a single examination, 
macrocytosis and hyperchromia. The reticulo- 
cyte count was 5.6%. The white count was es- 
sentially normal—6,500—and the quality of 
the cells about as might be expected in an in- 
fant. Platelets were normal in quantity and 
quality. The child had been observed closely 
since birth and repeated interrogation of at- 
tendants resulted in no history of hemorrhage. 
No accurate account of daily temperature had 
been kept, but 2 days previous to my examin- 
ation, the baby had no fever. The spleen was 
easily palpable. 


We unsuspectingly found an occasional ter- 
tian plasmodium. Small doses of quinine for 6 
weeks apparently effected a cure. No iron or 
liver was administered. This case illustrates 
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the necessity of complete laboratory examina- 
tions. 

About 2 years ago we saw a physician whose 
history indicated that he had had a duodenal 
ulcer over many years. He recently had had 
severe gastric hemorrhage which resulted in 
typical blood-loss anemia. Various measures 
for his relief were instituted and among them 
adequate doses of iron. A laboratory recheck 
of his blood 8 weeks later showed tremendous 
improvement, the blood appearing normal in 
all details. Much was made of the use of ade- 
quate doses of iron in his hypochromic micro- 
cytic anemia. He concurred in the suggestion 
that iron was the proper drug, but informed 
me that the first dose “irritated” his stomach 
and for that reason had not continued the treat- 
ment. This case again illustrates nature’s abil- 
ity to handle anemia when the etiologic factor 
is adequately treated. 

A man of 60 had been told that he had per- 
nicious anemia. His family physician had treat- 
ed him adequately with liver with splendid re- 
sults, but had voiced a doubt as to the diagno- 
sis. The patient desired further studies and 
came to me “for a blood count.” (Incidentally, 
the convention of a diagnosis of pernicious 
anemia by blood count alone I am finding diffi- 
cult to live down.) This man had a macrocytic 
hyperchromic anemia, but his gastric acidity 
was normal. Physical appearance was in keep- 
ing with pernicious anemia, as was also the his- 
tory of satisfactory response to liver therapy. 
We repeated the gastric analysis and again 
found normal proportions, whereupon I sug- 
gested a stool examination for tape worm. The 
man had volunteered that he had a tape worm 
. several years previously and passed segments 
recently. This case illustrates the importance 
of history. The zeal to make the best of mod- 
ern procedures has led to negligence in the 
matter of careful history. 

An associate referred a case for diagnosis. 
He had taken a careful history but was unable 
to account for the severe anemia. An extreme 
hypochromic microcytic type was found. Bone- 
marrow studies, careful regard for the quality 
of the red cells, the quality of the white cells, 
platelets, gastric analysis and all, led to no sat- 
isfactory diagnosis. The patient was told to re- 
turn for further observations with the thought 
that probably she had a so-called idiopathic 


SOUTHWESTERN MEDICINE 


achlorhydric anemia. When she returned an at- 
tendant greeted her and obtained the reply, 
“T am fine, except that I did not sleep well last 
night.” When asked why, she said, “that old 
nose bleed bothered me.” We thus learned she 
had had repeated profuse nose bleeds over 
several years but had thought little of them. 
Just a few days previously she had denied 
hemorrhages not only to her own doctor, but 
to 3 of us. There was a lesson in this case. I 
now routinely ask every patient if he has nose 
bleed. This patient recovered completely with- 
out iron or liver after a cautery treatment of 
the bleeding point in a nostril. Interrogation 
as to bleeding from hemorrhoids and profuse 
menstrual bleeding should always be included 
in the history. 


The purpose of this paper is to mention ce'- 
tain specific aids in the diagnosis, management 
and treatment of blood dyscrasias and allied 
diseases, and to emphasize the importance of 
consideration and evaluation of correlated find- 
ings including a painstaking history. 

Bone marrow biopsy: We have found a mod- 
ification of the technique of Rosenthal and Erf 
to be satisfactory. A spinal puncture needle, 
about 18 gauge with a short bevel, is plunged 
directly through the cortex of the bone of the 
sternum and the stilette which should be tight 
fitting is removed. The needle is then with- 
drawn and the stilette replaced, which forces 
1 to 2 small drops of bone marrow from the lu- 
men of the needle. Smears are made and stain- 
ed with double strength Giemsa stain, Wright’s 
stain and hematoxylin-eosin. The original 
method called for aspiration of a few drops by 
a tight fitting syringe, but we found it diffi- 
cult to limit the amount of material. The bone 
marrow is bathed with blood and the objection 
to too much aspirated material is that the bone- 
marrow cells are diluted with blood. 


There is considerable variation in the per- 
centages of bone-marrow cells in normal bone- 
marrow depending upon age, sex, site of biopsy 
and othér factors. The methods of biopsy in 
use by Osgood, Rosenthal and others who have 
made detailed reports have not been in agree- 
ment. However, I have found it practical to 
observe whether or not there is hypoplasia or 
hyperplasia of the erythroblastic cells, whether 
or not there is normal myeloblastic function 
and whether or not blood platelets or throm- 





OCTOBER, 1937 


bocytes are in the proper stage of development. 
Something can be said about the degree of 
maturation of the cells as studied in smears. 
Evidence of leukemic infiltration can be de- 
tected. Panhypoplasia as found in aplastic 
anemias is readily observed. The bone-mar- 
row study adds one more link to the chain of 
diagnosis. 

Routine bone marrow biopsy is probably not 
indicated, but should be made in cases in 
which other hematologic studies do not lead to 
satisfactory diagnoses. 

The importance of the quality as well as the 
number of white cells in blood dyscrasias, par- 
ticularly anemias, is too frequently overlooked. 
Hypersegmentation coupled with leukopenia is 
the most characteristic laboratory finding in 
Addison’s anemia. Leukocytosis and polynu- 
cleosis may lead to the discovery of an obscure 
internal hemorrhage accounting for anemia in 
many instances. This is particularly true in 
ectopic pregnancy. A shift in the Shilling clas- 
sification of cells suggests a variety of diseases. 
The importance of the quality of the cells in 
connection with the diagnosis of aleukemic 
leukemia cannot be overemphasized. A case 
had a large spleen and liver, a severe hypo- 
chromic microcytic anemia and during the ill- 
ness had at no time higher than 3,000 white 
cells per c.mm. The cells present, however, 
were definitely immature and repeated studies 
lead to a diagnosis of leukemia. Bone marrow 
studies were also helpful in this case in that 
the bone-marrow was infiltrated with lympho- 
cytes. At autopsy the spleen and liver which 
were both enormously enlarged, showed a 
great portion of parenchyma replaced entirely 
by leukemic cells. 

Another case, first seen because of gastric 
hemorrhage, ran a similar course until about 
3 weeks before death, at which time his cells 
broke into the blood stream and the white 
count mounted, day by day, by leaps and 
bounds and before death reached 400,000 per 
cubic millimeter. E 

Pseudoeosinophiles, the so-called stab cells 
and other type cells containing abnormal gran- 
ules or deformities are helpful in the diagno- 
sis of various types of toxemias in many 
diseases. The typical “inclusion bodies” ’ de- 
scribed by Dohle such as found in scarlet fever, 
have aroused considerable interest in connec- 
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tion with diagnosis. ‘Rosenthal described a 
“moth-eaten” appearance of the cell outline 
along with other changes in the size and stain- 
ing properties of its granules, which are more 
or less consistent in pneumonia. : 

One lady having, a moderate grade of hypo- 
chromic microcytic anemia with a definite shift 
to the left of the Shilling count, degenerated 
changes of the mature forms of neutrophiles 
and no clinical findings helpful in the diagno- 
sis, was found to have congenital polycystic 
kidneys with an early anemia. The degenerat- 
ed cells with the shift of the Shilling to the 
left suggested blood chemistry studies which 
gave the diagnosis. 

Recently, a medical student with an acute 
febrile upper respiratory infection was found 
during the course of routine blood examina- 
tion, to have leukocytosis and with it, 15% 
mononucleosis. The heterophile antibody test 
was suggested and proved to be positive in 
high dilution. This consists of placing the pa- 
tients serum in various dilutions in test tubes 
with sheep cells suspension and watching for 
agglutination. Dilutions as high as 1 to 3 
thousand or more agglutinate in an acute in- 
fectious mononucleosis. Considerable investi- 
gation has been made by Hangantziu, Deicher, 
Lehndorff, Davidsohn and others, and no other 
disease has been found to give the same reac- 
tion, except serum sickness during convales- 
cence. 


A man 45 years of age with a large spleen 
and liver was admitted recently to the hospital. 
He was found to have a more or less persistent 
eosinophilia. This, together with a few imma- 
ture forms of lymphocytes led to a provisional 
diagnosis of Hodgkin’s disease. 

Hematological findings in Hodgkin’s disease 
are not always characteristic, but occasionally 
blood findings are highly suggestive of the dis- 
ease. 

A persistent leukopenia with absence of 
characteristic leukemic cells, a hypochromic 
microcytic anemia, splenomegaly and x-ray evi- 
dence of esophageal varix is sufficient for the 
diagnosis of Banti’s disease. The persistence of 
leukopenia and absence of cells of leukemic 
quality are important factors. There are, how- 
ever, other conditions which give an occasion- 
al leukopenic picture. X-ray studies of the 
esophagus for varices in Banti’s disease with 
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beginning portal obstruction is extremely val- 
uable and indicated in all cases of suspected 
cirrhosis of the liver or other types of portal 
obstruction. Erythroblastosis or the so-called 
von Jaksch anemia, sometimes called pseudo- 
leukemia or anemia of infants, is comparative- 
ly rare, peculiar to infants and carries an ex- 
tremely high mortality. The enormous increase 
in erythroblasts often as high as 3 or more per 
single oil-immersion field, leukocytosis rang- 
ing as high as 50 to 60 thousand white cells 
with many of leukemic quality, a more or less 
severe anemia which may be microcytic and 
an enlarged spleen, are sufficient for diagnosis. 


Agranulocytosis or so-called agranulocytic 
angina is characterized by a great reduction or 
complete absence of the myelocytic or granular 
cells in the blood. The total count is frequently 
1,000 per c.mm. or less. The diagnosis is ob- 
vious from laboratory studies but the fever, 
sore throat, etc., are extremely interesting. 
The prognosis is invariably grave, but observ- 
ers have recently reported that with relative- 
ly high mononuclear leukocytic percentages 
better response to treatment may be expected. 

Neutropenia of various degrees and associat- 
ed with various conditions are frequently ob- 
served. I have seen neutropenia in typhoid fe- 
ver, malaria, poisoning from heavy metals, 
x-ray and radium therapy, panhypoplasia of 
bone marrow associated with aplastic anemia, 
and various other conditions. 

The reticulocyte count by a special vital stain 
has become necessary in the study of anemias. 
It is perhaps not a perfect test, but believed to 
be the most accurate guide as to erythroblastic 
function. It is helpful to know the erythro- 
blastic reaction, not only with the response to 
liver therapy, but also with the diagnosis of 
occult anemia. For example, if anemia is due 
to hypofunction of bone marrow without blood 
loss the reticulocyte count is low. It is a sim- 
ple test. During convalescence from blood loss 
or during periods of adequate treatment with 
liver in the macrocytic types of anemia, the 
count may go as high as 15 to 20%. In ery- 
throblastosis the percentage runs even higher. 

Anemia: the following will give some of the 
important diagnostic features. 

Pernicious anemia or so-called normochro- 
mic macrocytic anemia is characterized by a 
relatively high color index, qualitative changes 
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in the cells depending upon the stage and treat- 
ment, definite increase in the reticulocyte count 
as a result of liver therapy and leukopenia 
with hypersegmentation of the neutrophiles 
and achlorhydria. Clinically the patient is 
weil nourished, has a glossy-red tongue, a ien- 
dency to yellow pallor and variable neurologic 
symptoms. The diagnosis of Addison’s anemia 
in the absence of 1 or more of these cardinal 
signs should be made with reservation. The 
course of the disease is most important. We 
frequently withhold our final diagnosis on bor- 
derline cases for as long as 12 months. 

One such case, after a considerable period 
of time, developed a carcinoma of the cardiac 
portion of the stomach, and died suddenly in 
a typical coronary attack. I doubt if our diag- 
nosis of Addison’s anemia was correct even 
though he did show satisfactory response to 
treatment so far as his anemia was concerned. 
One should beware of lesions of the stomach 
when macrocytic anemia is encountered. 

Anemia of sprue, cirrhosis of the liver, di- 
phyllobothrium latum infestation and a certain 
comparatively rare anemia of pregnancy, are 
also macrocytic types, (the average diameter 
of the red cells are greater than normal, usual- 
ly 10 microns or more,) normocytic to hyper- 
chromic in quality, (a normal proportion of 
hemoglobin or more expressed as a “plus col- 
or index”). 

The macrocytic anemia, the one which con- 
cerns us mainly, of course, being Addison’s or 
pernicious anemia, must be treated adequately 
and continuously for the rest of the patient’s 
life by liver, either by mouth or parenterally 
or both; the diagnosis makes it the most im- 
portant factor in the management of the case. 
It is no less important to make a diagnosis, 
and convince the patient of the diagnosis, in 
this instance than it is in the treatment of 
syphilis. If a patient is not convinced in the 
beginning that he has syphilis, he is almost 
sure to discontinue treatment when symptom 
free. 


The so-called secondary anemias are deserv- 
ing of consideration. The name secondary 
anemia is most unfortunate. To call these ane- 
mias secondary is like speaking of scarlet fever 
as a skin disease. An intern on the admitting 
service recently admitted a case with the di- 
agnosis of “anemia of unknown origin, admit- 
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ted for proper classification and determination 
of etiology”. No better provisional diagnosis 
in my opinion could have been made. The type 
of. anemia to which I now refer is usually due 
to chronic blood loss, either from chronic hem- 
orrhage or from chronic toxemia. Occasionally 
nutritional disturbances from dietary deficien- 
cies in which there is not adequate iron and 
occasionally from x-ray therapy and medication 
of various types and not infrequently chronic 
infectious disease with actual destruction of 
red cells, are found to be the cause. These fall 
into the hypochromic microcytic type and usu- 
ally respond favorably to adequate doses of 
iron, transtusions, rest, proper diet and hygenic 
measures in general. Liver extract is not in- 
dicated. 


We have found, for example in the chil- 
dren's hospital, patients being treated over a 
long time for correction or deformities, who in- 
cidentally developed anemia, loss of appetite 
and weight and sometimes have fever and 
chills. In many of these cases the plasmodia 
have been demonstrated and in many the 
therapeutic test has caused complete recovery. 
Needless to say, these cases have required 


neither iron, liver nor transfusions. 


A child 8 years of age with mild diabetes 
mellitus, a reduction of hemoglobin to 50% 
and no other important blood findings, was 
found to have an abscess at the apex of a tooth. 
Extraction of the tooth resulted in cure of the 
anemia and apparently an arrest of the dia- 
betes. 

Syphilis is frequently in the background In 
occult anemia and if the diagnosis can be es- 
tablished and antiluetic treatment instituted, 
recovery is more complete than could be ex- 
pected by symptomatic treatment of the 
anemia. 

A tendency to bleeding gums, malnutrition, 
hervousness and a hypochromic microcytic 
anemia is often found in scurvy. Adequate 
diet and vitamin C will not only ultimately es- 
tablish the diagnosis, but cure the anemia. 

Richard Bright in his original description of 
nephritis, said “As the disease progresses the 
countenance fades”. We have found in a good 
many instances both acute, subacute and 
chronic nephritis to be an obscure cause of ob- 
vious anemia. 

Other chronic diseases such as tuberculosis, 
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diseases of the gastro-intestinal tract, particu- 
larly amebiasis, polyposis and diverticulitis fall 
into this group. 

Simple achlorhydric anemia or the so-called 
chronic microcytic anemia sometimes called 
idiopathic hypochromia anemia, probably due 
to physical exhaustion and inadequacy of the 
gastric function, is found in middle aged wom- 
en. If no clue to the etiology can be estab- 
lished and achlorhydria is present along with 
normal quantity and quality of leukocytes and 
thrombocytes, large doses of iron and hydro- 
chloric acid are administered. The results 
are frequently most spectacular. 

The diagnosis of hemolytic jaund‘ce or the 
so-called congenital familial icterus, is estab- 
lished by chronicity, history of heredity, 
icterus, splenomegaly, increased fragility of 
of erythrocytes, high reticulocyte count and 
recently Haden has pointed out the interesting 
phenomenon, that the erythrocytes tend to be 
more spheroid in character than in any other 
type of anemia. 


Sickle cell anemia, found only in the colored 
race, is easily diagnosed by the various bazaar 
forms, normochromia, microcytosis, increased 
reticulocytes, leukocytosis as a rule, excess 
urobilin in the urine and increased fragility of 
erythrocytes. The sickle cell trait which oc- 
curs in a certain per cent of normal colored in- 
dividuals is not to be confused with sickle cell 
anemia. 

Chlorosis or greenish pallor, a type of anemia 
found in the adolescent girl, is outstanding be- 
cause of the extreme low color index and the 
characteristic color of the skin. 

Aplastic anemia: Here again we are dealing 
too frequently with a so-called idiopathic con- 
dition. In our experience syphilis, chemical 
poisoning, x-ray therapy and occasionaily 
chronic low grade infections are the causes. 
Too frequently the aplasia of bone marrow is 
a terminal condition and elimination of the 
cause is too late. The disease is characterized 
by leucopenia, thrombocytopenia, gradual re- 
duction of erythrocytes without changes in the 
quality of the cells and, of course, a character- 
istic panmyelophthisis or panhypoplasia of the 
bone marrow. The diagnosis of aplastic anemia 
is probably never justified without bone- 
marrow-biopsy studies. 

Chronic metallic poisoning is frequent, par- 
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ticularly in industries. Lead poisoning is per- 
haps the most common and is characterized by 
hypochromia, microcytosis and punctate baso- 
philia (basophilic degeneration). The frétful, 
pale child with a moderate grade of anemia and 
stippled red cells may have been chewing the 
paint from his crib or toys and developed lead 
poisoning. Children sometimes chew bits of 
wall paper and get arsenical intoxication. Re- 
cent reports seem to justify x-ray examination 
of the long bones in children. A white line at 
the ends of the shafts where the lead is depos- 
ited, may add substantially to the diagnosis 
where punctate basophilia is not present. 


A middle aged man who 2 years previously 
had crashed in an airplane and injured his 
back sustaining painful deformities, gradual- 
ly grew nervous, lost weight, developed cyano- 
sis and finally in extremis was admitted to the 
hospital. He also had a papular eruption of 
the hands and feet. During the first 24 hours 
after admission he was aroused with difficulty 
and because of his stupor and extreme cyano- 
sis caused his attendants considerable anxiety. 
His hematologic studies revealed no significant 
abnormalities. Several days later a clue to his 
diagnosis was obtained through the history. 
He had taken bromoseltzer for relief of his 
pain for 2 years and had gradually increased 
the dosage until at the time of admission he 
was taking about 10 ounces in 24 hours. Spec- 
troscopic examination of his blood revealed 
methemoglobin confirming the diagnosis of 
acetanilid poisoning from bromoseltzer. The 
eruvtion, cyanosis and general condition en- 
tirely disappeared in 6 weeks without medica- 
tion. The eruption was considered to be caus- 
ed by the bromides. 


Malignant tumors usually give a microcytic 
hypochromic gradually progressive anemia. 
In the majority of instances, there is a more or 
less persistent associated leukocytosis. 

Hemophilia is characterized by history of 
heredity, prolonged clotting and normal bleed- 
ing times coupled with chronicity and no sat- 
isfactory treatment. 

Purpura hemorrhagica is often if not always, 
a syndrome of symptoms with characteristic 
blood findings secondary to some ordinarily 
obscure primary condition. Purpuric spots of 
the skin or elsewhere, prolonged bleeding time, 
normal clotting time, thrombocytopenia and 
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non-retractile clot, establish the diagnosis. A 
case studied in the hospital over many months 
finally came to autopsy and an isolated small 
pyogenic abscess in the parenchyma of a kid- 
ney was found. In another case furunculosis 
was thought to be the cause. Lead and other 
types of heavy metal poisoning as well as x-ray 
and radium therapy occasionally contribute to 
this condition. One case of scurvy untreated 
for a long time, terminated in thrombocyto- 
penic purpura. 

In conclusion I again emphasize the import- 
ance of the diagnosis of blood dyscrasias and 
allied diseases. I believe the most satisfactory 
treatment in every instance is first of all, the 
removal of the cause. Careful and diligent 
study of each case with proper correlation of 
the history, the clinical picture and the hema- 
tologic studies will in most instances lead to 
the etiologic diagnosis. In cases where the ex- 
act etiology cannot be established, the proper 
classification of the disease will establish more 
adequate management. 





THE CERVIX AND SOME OF ITS 
PROBLEMS 


———_——— 


J. H. PATTERSON, M. D. 
Phoenix, Arizona 


(Read before the Arizona State Medcal Association at its 46th 
Annual Session, Yuma, April 1-3, 1937.) 


I bring before you some problems that con- 
front us all daily, many of which are overlook- 
ed by the average practitioner, and which are 
of great importance to the patients and the 
alleviation of their suffering. A better knowl- 
edge of the cervix and correction of its patho- 
logical faults will enable us to relieve many of 
those who come to us. Some of them have had 
many years of suffering. Many have been 
treated for months for things they did not 
have, and not a few have had useless opera- 
tions for conditions which have not existed. 

Probably the most common condition in the 
cervix is infection and which too often resists 
efforts to eradicate it by ordinary means. 
There have been many methods of treatment 
advanced. All have probably proven success- 
ful in occasional cases, but none has proven 
successful in all cases. 

The most common cause of infection of the 
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cervix is childbirth and abortions. Gonorrhea 
is not as common a cause as either of these in 
my experience. 

In treating the cervix it is well to bear in 
mind the blood, nerve, and lymphatic supply. 
It receives its blood supply from the cervical 
branch of the uterine artery. Its nerve supply 
is from the 3rd and 4th sacral, and the inferior 
hypogastric and ovarian sympathetic; there 
are several important sympathetic nodes lo- 
cated on the posterior wall of the cervix just 
below the neck extending into the broad liga- 
ments, the importance of which we cannot 
overlook in total and subtotal hysterectomies, 
especially when we are concerned about shock 
in the patient, the practical proof of which we 
see in our operations under local anesthesia. 
We have an occasional case that shows an in- 
crease in her pulse rate up to as high as 140 
to 150 when extreme traction is put upon the 
uterus, and when these post cervical and broad 
ligament sympathetic nodes are blocked off by 
anesthesia, the pulse rate immediately drops 
to around 70 or 80. Thus we can readily see 
that these nodes are of importance and cannot 
be overlooked in this type of patient, where 
the factor of shock may be a matter of life or 
death. 


The lymphatic supply of the cervix is of 
great importance, and concerns us greatly in 
the correct understanding of the symptoms and 
conditions. Another point of consideration is 
metastasis of malignancies by way of the 
lymphatic chains of the cervical lymphatic net- 
work. It is rich in lymph vessels and nodes. 

The 2 most common symptoms are low back- 
ache and pain in the side with rheumatism or 
arthritis of various joints. Gastric disturbances 
and extreme nervousness are 2 symptoms that 
seem to go hand in hand. We see numerous 
cases that are treated for stomach disorders 
and are given sedatives for their nerves which 
are sometimes cleared up temporarily by this 
type of treatment, but their symptoms always 
return and leave the doctor and patient puz- 
zled. Most of the time these patients are not 
relieved until the trouble around the cervix is 
cleared up. I have in mind a case of what I 
call pseudo-cholecystitis, which definitely 
cleared up after her cervical infection was 
cured. 

I feel that obstetricians are lax in the after 
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care of their cases. This may sound radical but 
I think routine cervical treatments are advis- 
able for a short while post-partum. I 
have had many women ask me why they have 
had their babies apparently perfectly normal- 
ly. and with no complications, and then show’ 
up at a later date with vaginal discharge and 
other symptoms of infected cervices. I explain 
to them that if they could only see a cervix 
immediatetly after the delivery of a baby they 
could readily understand why this organ is so 
prone to infection and also, to the development 
of cancer at a later date. The tissues of the cer- 
vix are badly stretched and traumatized and 
have many small tears discernable only upon 
close inspection practically all heal with the 
cervix returning to a normal appearance after 
a time. This normal wear and tear naturally 
makes it easy for the cervix to become infect- 
ed, and also for the nabothian glands to have 
trouble in emptying their secretions normally 
—due to scar tissue. 

Low back pain in women has been diagnosed 
as sacro-iliac slip and strain, lumbo-sacral ar- 
thritis in a large percentage of cases where no 
x-ray or clinical evidence support these diag- 
noses, and for which treatment proves of no 
avail. Recently I have had 2 females complain- 
ing of low backache having been diagnosed as 
a sacro-iliac slip on one, and arthritis of the 
lumbo-sacral spine on the other. Both brought 
x-ray films and statements from their doctors 
bearing out the diagnoses. These 2 patients 
were over 30 and unmarried. One of them has 
had several sacro-iliac belts made for her, all 
to no avail. Very commonly these patients 
make the rounds of the doctors seeking relief, 
and seldom find it. 

The case with the diagnosis of sacro-iliac slip 
had an absolutely normal pelvic girdle and 
with no other pathology discernable on the 
x-ray; yet she was so sore in her lower back 
that it was painful to walk. She could not sit 
comfortably in her chair, and it was hard for 
her to bend or stoop over. Physical examina- 
tion revealed a well developed female adult, 
with negative examination except the pain in 
her lower lumbar and upper sacral region and 
no noticeable tenderness on palpation. Bi- 
manual vaginal examination revealed slight 
tenderness in both fornices, but no masses and 
a freely movable uterus in normal position 
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with a moderately enlarged cervix. Speculum 
examination revealed a cervix about twice its 
normal size, exuding a thick purulent dis- 
charge. The other case showed about the same, 
and I could find no evidence of arthritis on the 
x-ray plates. 


Probably a more common symptom than the 
above and yet more commonly misinterpreted 
is that of pain in the side. I have treated not a 
few of these cases who have been operated up- 
on, and the tubes and ovaries and even the 
uterus removed for alleviation of this pain, but 
the pain still persisted after the operation. 
One case in point came to me a while back 
complaining of pain in both lower quadrants 
and a thick muco-purulent discharge. She had 
been told by 3 different doctors that her tubes 
were infected and must come out. On examin- 
ation she presented a freely movable uterus, 
slightly antiflexed, with no evidence of masses 
in either fornix or in the cul de sac. A symp- 
tom mentioned above was extreme nervous- 
ness, and even gastric disturbances, which are 
sometimes a part of the nervous symptoms. 
Many of these women are very nervous. They 
usually present other symptoms such as men- 
tioned above, but their nerves are quite as 
real as are their various pains. Proof of the 
etiology is that when the cervical infections 
are cleared up, nervousness and gastric dis- 
turbance disappear. 


One case came to me complaining of pain 
around her gall bladder, having been diag- 
nosed as diaphragmatic pleurisy and subacute 
cholecystitis. She had slight tenderness around 
her gall bladder region but no pleurisy could 
be picked up. She did have, however a great 
deal of pain around both fornices and showed 
a greatly enlarged cervix, with numerous 
nabothian gland retention cysts. She proved 
later to have infected tubes of a Ge. origin, and 
when this entire pelvic disturbance was c'ear- 
ed up, her gall bladder and pleurisy symptoms 
subsided and she has had no recurrence of 
them. 

There have been many treatments advocat- 
ed for infected cervices; most have fallen by 
the wayside or have fallen into disrepute be- 
cause of their reckless use and misuse in un- 
skilled hands. This treatment is also not with- 
out its dangers and great care must be taken 
or a person who is prone to form scar tissue 
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and is overtreated is likely to get a stenosis of 
the cervix, with resulting disaster. 

This treatment consists in the careful use of 
the Percy actual cautery, with various size tips 
to fit into the various types of cervical canals, 
some small to large round and small oblong to 
large oblong, bent for antiflexed and retroflex- 
ed uteri. This cautery receives its heat from an 
electric transformer and can be adjusted io 
the proper heat by the transformer dial. After 
the correct-size tip is selected for the particu- 
lar cervical canal, it is inserted into the canal, 
and the index finger of the other hand is in- 
serted into the rectum just under the body of 
the cervix. The heat is turned on graduail'y 
until it is felt through the rectum by the fin- 
ger. All the while the cervix is watched care- 
fully, and when the cervical canal at the ex- 
ternal os begins to show a slight change to J 
white, showing coagulation taking place it is 
time to withdraw the cautery tip. At this time 
one can always feel the heat of the cautery tip 
in the rectum. In most cases it is not neces- 
sary to insert the finger in the rectum, as prac- 
tice and experience are good guides as to the 
cauterization taking place. The small type of 
cervix does not have to be heated as long or 
cauterized as much as does the large boggy 
type. The large boggy type with the large 
canal generally has to be treated in excess of 
the above amount for a thorough job to be 
done at one sitting. I do not find that I am as 
successful in the treatment of these cases if I 
have to cauterize the patient over. It has a 
tendency to flare up their condition, and also 
there is a greater tendency to scar tissue. I 
feel that if cauterization is not overdone or 1s 
not repeated several times that we rarely, if 
ever, will have to worry about stenosis. 


I have one case in which I had a complete 
stenosis, and I had to do a hysterectomy on the 
patient. I overtreated this patient. I have also 
seen cases treated by others in this manner 
who have developed complete stenoses of the 
cervices. 

Dr. W. O. Sweek has treated over 700 cases 
of cervical infection with this method with 
uniformly excellent results, excepting 3 cases 
of stenosis. 

I believe this treatment is far superior to 
any other thus far advocated, and certainly in 
my hands has given excellent results. Its ad- 
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vantages far outweigh its disadvantages, and 
it gives nothing like the commonly disastrous 
effects of the once popular streaking method 
of cauterization. The changes that take place 
after cauterization with this method of treat- 
ment are sloughing of the lining membrane of 
the cervical canal, and copious secretion of the 
nabothian glands, with opening of the tubular 
ducts, and drainage of the glands and their 
once infectious material; the heat of the cautery 
destroys the infection. 

There are several conditions in which this 
treatment is contraindicated, the most promi- 
nent of which is an acute infection of the cer- 
vix or tubes; this cannot be stressed too strong- 
ly. Another condition is carcinoma, as the 
treatment wi!l do no good and will probably 
only aggravate the condition. If the carcinoma 
is in the primary stage, a heavy cauterization 
might destroy all of the cancerous cells. 


The after-treatment of the patients receiv- 
ing this type of cautery treatment is simple. 
They should be seen several days after the 
cauterization, the canal cleaned out gently and 
74%% mercurochrome applied, which I feel 


heips to stimulate more rapid granulation and 
healing. A solution of 10% iodine in glycerine 
may be used instead. Warm antiseptic douch- 
es may be used as often as necessary for clean- 
liness on account of the excessive discharge 
after the treatment. 


I have a series of 245 cases treated in this 
manner. My results have been uniformly ex- 
cellent, and the amount of time and expense 
saved to the patient is cut tremendously and 
actual and permanent relief is had in prac- 
tically all of the cases where the treatment 
is carried out properly. 


DR. C. B. WARRENBURG, Phoenix: Dr. Patter- 
son has presented an interesting and informative 
paper on a subject of vital importance to the med- 
ical profession in general and especially to those 
who limit their work to obstetrics and gynecology. 

All of us have seen many cases like those de- 
scribed and we have been at a loss as to the safest 
and most effective treatment. 

Leucorrhea is one of the most common com- 
plaints in a gynecological practice and an infected 
cervix one of the most common findings, especially 
in women who have borne children or had miscar- 
riages, ; 

The cervix has been called the “pelvic tonsil”, 
and when it is infected it may be as much a focus 
of infection as is the tonsil in the throat, and can 
give rise to a train of symptoms that render the 
patient miserable and generally debilitated. 

Many types of treatment have been used for in- 
fected cervices, but few have been found of lasting 
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benefit. Topical application of antiseptics appear 
to have no remedial value. 

Actual cautery has given by far the best results. 
As the infected cervix is almost always an endo- 
cervicitis, (that is the racemose glands in the body 
of the cervix are involved), it is reasonable to as- 
sume that the Percy type of cautery is superior to 
the nasal type of cautery. In the former, the 
cautery tip is introduced into the cervical canal 
and the whole structure receives the heat, while 
with the nasal cautery radial markings are made 
on the epithelial surface of the cervix. Therefore 
the deeper glands which harbor the infection do 
not receive the benefit of the treatment. 

The technique of using the Percy cautery is sim- 
ple. However, there are a few do’s and don’ts. It is 
well to cauterize the first week following the men- 
strual period. Frequent cleaning out of the canal 
is necessary to avoid stenosis. A slight hemor- 
rhage may occur at the 10th to the 14th day when 
the necrotic tissue begins to slough. This can be 
controlled by cleaning out the cervical canal. 

Biopsy must always be done on the suspicious 
cervix before cauterization. The cautery may cause 
a “flare-up” of a neisserian infection if used while 
the disease is in its sub-acute stage. 

No anesthetic generally is needed. The patient 
frequently complains of cramping during the pro- 
cedure, but this promptly disappears. 

DR. C. A. THOMAS, Tucson: I wish to commend 
Dr. Patterson for his splendid paper. Years of ex- 
perience have taught me that this method of treat- 
ment is the most acceptable when dealing with 
such cases as described. However, I wish to express 
the caution that you encounter serious trouble if 
you go too deeply into the cervical canal. Most dis- 
ease is centralized in the lower third of the canal; 
you can, therefore, cure the larger number by not 
entering the depths of the canal. There is the 
problem of hemorrhage when you go too deep. I 
had such a case 10 years ago. With the caution ex- 
pressed I will say that there is no remedy for the 
cervical problem more satisfactory than the meth- 
od described. 

DR. R. D. KENNEDY, Globe: I have enjoyed 
this paper very much. We all see a number of 
these women beyond middle life with low backache 
and general debility. The first thing to do is to 
look at the cervix, find the trouble and clear it 
up. I recommend the method discussed as being 
satisfactory in every way. I wish to thank Dr. 
Patterson for calling attention to the common 
symptoms in these cases. 

DR. J. H. PATTERSON, concluding: I wish to 
express my appreciation to the discussants for 
their additional contributions to the subject and 
for their kind remarks. I stress that if you do not 
over-cauterize there will not be much to worry you 
in these cases. Flare-ups after cautery are often 
due to cauterization being done too near the men- 
Strual period. I agree with Dr. Thomas that the 
cautery tip must.not reach too high in the canal. 
If the patient will go to bed and stay there during 
the flow there will be little trouble following this 
treatment. 





LOUISIANA PROVIDES STATE MEDICINE 

Louisiana under the leadership of Governor Rich- 
ard W. Leche seems to have “the jump” upon Sena- 
tor J. Ham Lewis in furnishing hospital and medical 
care for the indigent. They are providing numerous 
four and five bed wards in existing neighborhood 
hospitals and have a $12,000,000 rebuilding program 
of the famous ancient Charity Hospital of New Or- 
leans. Two large hospitals are being constructed in 
the large towns of Alexandria and LaFayette. Physi- 
cians will be paid upon the fee system. 
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THE PRESENT MANAGEMENT 
OF CANCER OF THE RECTUM 


WILLIAM H. DANIEL, M. D. 
Los Angeles, Calif. 


(Delivered before the New Mexico Medical Society at its Fifty- 
fifth Annual Session, at Clovis, N. M., May 13-15, 1937.) 


This condition, affecting both sexes beyond 
the second decade, sparing no race, apparently 
more prevalent in the white, takes such a toll 
of life or causes such disability that it is an 
extremely important factor in the economic af- 
fairs of the world. 

It is unfortunate that the symptoms of rec- 
tal cancer rarely become evident until the 
growth is of such size, that the greater por- 
tion of the wa'l is involved, and extension or 
metastasis, has taken place. As a rule, the 
early growths are found only upon routine ex- 
amination, when bleeding from a degenerating 
polyp, or an ulcerating tumor arouses interest 
of the patient or physician, or when the lesion 
is near the anus and causes pain. The history 
given by the patient, frequently includes treat- 
ment for colitis, amebiasis, dysentery, consti- 
pation, or piles. The essential symptoms are: 
changes in bowel function, frequency—more 
often than retardation, passage of blood and 
mucus, with a later loss of weight and sec- 
ondary anemia. 

Only about 5% of rectal cancers appear at 
the anus; they are a’most always epidermoid 
in type, and may be mistaken for luetic, tuber- 
culous or other inflammatory lesions. Diag- 
nosis must often be made by laboratory ex- 
aminations.. About 70% occur in the rectum 
proper and the remaining 25% in the recto- 
sigmoid. Diagnosis is made easily by finger 
examination and by the use of the proctoscope. 
The tumor is a nodular, or ulcerating mass, 
generally firm, except in the polypoid type; the 
mucosa is always involved. In extra-rectal le- 
sions, as secondary carcinoma from prostate, 
cervix, pelvic, or upper abdominal organs, the 
bowel is constricted without change in the mu- 
cosa. The negative opaque enema may be mis- 
leading since many rectal lesions do not show 
a demonstrable defect. 

Tissue examination should always be made, 
and the grade of the tumor estimated. A neg- 
ative biopsy in a suspicious tumor should be 
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repeated. It is now generally considered that 
a high grade cancer metastasizes rapidly, is 
highly infected, and is extremely radio-sensi- 
tive. Thus, the grade of the tumor is an im- 
portant factor in deciding the treatment. 
Usually, the younger the patient, the more 
malignant are the lesions. 

In our group of 350 cases, 95% were adeno- 
carcinoma, and of those graded histologically, 
55% were of high, 36% of moderate and 9% 
of low malignancy. About 75% of the epider- 
moids were of high grade. 

According to age, 13 or 4%, occurred be- 
tween ages 20 and 30, 25, or 7%, between 30 
and 40, 48, or 14%, between 40 and 50, 90, or 
26%, between 50 and 60, 105, or 31%, between 
60 and 70, 49, or 14%, between 70 and 80, and 
13, or 4%, over 80. This shows that 11% occur 
in the unfavorable 2nd and 3rd decades, in 
which cancer spreads rapidly, only 40% in the 
more favorable 4th and 5th decades, and 49% 
in persons over 60 years of age, many of whom 
are physically unfit for curative surgery. Less 
than 50% in this series were operable as far 
as chance of cure was concerned. Of this num- 
ber, 201 were treated as follows: radical re- 
moval, 66; semi-radical, 15; local excision with 
cautery, 10; fulguration, 11; cauterization of 
malignant polyps, 11; and colostomy only, 88. 
There were 3 recurrences in the radical re- 
movals, and 5 in the other groups. 

Each cancer patient must be considered indi- 
vidually and not just as another cancer case. 
Definite factors are essential in determining 
the procedure which offers the best chance of 
cure, or continuation of life with maximum 
comfort and minimum disability. The most im- 
portant are: (1) age; (2) general condition as 
determined by study of the heart including 
electrocardiogram, blood count, kidney func- 
tion with NPN estimation, and study of the 
lungs including x-ray; (3) presence of metas- 
tasis or extension to adjacent organs; (4) loca- 
tion, size, mobility and grade of the tumor; (5) 
mental attitude of the patient; and (6) experi- 
ence of the operator. 

As a general rule, the older the patients the 
less radical, and the younger the more radical, 
are the indicated procedures. Thorough pre- 
operative preparation for 1 to 2 weeks con- 
sists in establishing the water balance by fluid 
intake, decompression of the bowel by mild 
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catharsis, building up the general condition by 
diet and blood transfusions, and convincing the 
patient that his case is not hopeless, and that 
even if a permanent colostomy is necessary, he 
will not be an object of pity to either himself 
or family. 


It has been thoroughly established by Miles 
and others, that cancer of the rectum spreads 
by the lymphatics, the blood stream and by di- 
rect extension.. To prevent recurrence, all 
lymphatic channels draining the tumor area 
must be removed, even in the absence of de- 
monstrable lymph node involvement. Occa- 
sionally the cancer cells have migrated beyond 
the limits of even most radical procedures, 
with resulting remote metastases and continua- 
tion of the growth in nodes not removed. 


With the main objective, complete eradica- 
tion of the cancer in mind, and all the factors 
pertaining to the individual patient correlated, 
the procedure best suited for the particular 
case must be determined. The accepted meth- 
ods of treatment to be considered are: abdom- 
ino-perineal resection in one or two stages; col- 
ostomy and posterior resection; posterior exci- 
sion with cautery; local excision with cautery; 
fulguration with or without colostomy; radium 
or deep x-ray or both; and colostomy. 


Only the first 2, the abdomino-perineal and 
the colostomy and posterior resection, are con- 
sidered sufficiently extensive in removal of 
lymphatic structures, to give a reasonable 
chance for cure. The other operative proce- 
dures are used only in poor risks or in early, 
small, or low grade lesions. Radium and deep 
x-ray are at times valuable as pre-operative 
measures in high grade tumors, especially in 
the epidermoid of the ano-rectal region. In 
the latter, combined radiation is considered by 
some to give better results than surgery. The 
value of deep therapy as a palliative measure 
are reported. Deep x-ray is used with good re- 
sults during pre-operative preparation; most 
radiologists prefer a long period between the 
radiation and the operation. 

The anesthetic should be chosen for the indi- 
vidual patient. Endotracheal gas or ether is 
probably the safest in the majority of cases. 
Spinal block is excellent in good risks for short 
operations. 


With certain exceptions, the abdomen should 
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be exp!ored in all cases. The surgeon is assist- 
ed in his choice of operation by the amount 
of adjacent involvement, and the metastasis in 
the liver or nodes. A moderate liver involve- 
ment does not contraindicate removal of the 
tumor. Fixation of the tumor may be due to 
inflammatory changes, and in some cases, will 
decrease between staged. If ‘obstruction is 
marked, the 2-stage procedure is probably the 
safer in the hands of the occasional operator. 

Cecostomy is valuable in cases of acute ob- 
struction and sometimes as a Ist-stage in the 
abdomino-perineal resection. It decompresses 
the bowel and does not hinder future proce- 
dures through the midline. 


The abdomino-perineal resection removes 
more of the lymphatic structures than any 
other procedure and has the least recurrence 
rate, although higher mortality. The 1-stage 
procedure is the method of choice in good risks, 
and is advocated by some surgeons—as T. E. 
Jones of Cleveland. This operation consists in 
removing the lower sigmoid, recto-sigmoid and 
rectum at the 1 operation. The permanent col- 
ostomy is established either in the midline or 
in the left ingunial region. 


The 2-stage operation is used when a 1-stage 
is deemed too hazardous, especially if there is 
marked obstruction or tumor fixation. The 
Lahey method is 1 of the most popular today. 
He severs the sigmoid, places the colostomy in 
the left wound and the distal stump over the 
pubes. The 2nd stage is carried out the same 
as the 1-stage resection after 3 to 4 weeks, dur- 
ing which time the patient’s general condition 
improves and bowel function becomes more 
normal. Other 2-stage procedures, such as that 
of the modified Coffey, may be used to advant- 
age. 

The colostomy and posterior resection de- 
scribed by Lockhart-Mummery, is the method 
of choice in poor risks and in the aged. The 
upper border of the tumor should be easily 
reached in order to obtain the best results. A 
double-barrelled colostomy is established and 
later the growth is removed from below. The 
peritoneal cavity is entered and several inches 
of bowel with accompanying lymphatics are re- 
moved. Recurrence is more frequent, but the 
mortality is lower than in the abdomino- 
perineal resection. 

Colostomy and posterior excision are used 
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in exceptional cases. Local excision or poster- 
ior excision with the cautery is used only as 
a palliative measure. Recurrence is frequent 
in the latter 3 methods because sufficient 
lymphatics are not removed. 


Fulguration has been given an impetus by 
Strauss who reported good results in both op- 
erable and inoperable cases. I have used fui- 
guration as a palliative procedure in the aged, 
and as an adjunct at the time of colostomy in 
the 2-stage procedures. 

Colostomy alone has no value as a cure, be- 
ing only a means of relieving obstruction, thus 
possibly relieving rectal discomfort. 

The post-operative care is extremely im- 
portant, especially in the radical procedures. 
Blood transfusions should be routine. The 
blood pressure must be watched and kept up 
by ephedrine. Oxygen and carbogen must be 
available in emergencies—cardiac or respira- 
tory failure. Sufficient 5% glucose must be ad- 
ministered to keep up the water balance. The 
colostomy is opened within 48 hours or sooner 
if there is distension. The duodenal tube is 
passed at indication of nausea or upper abdom- 
inal distension. Water is given by mouth early 
and food as soon as the colostomy is opened. 
Intestinal peristalsis is stimulated early and 
pitressin or other drugs may be of value. 

A combination of surgery, radium, deep 
x-ray and fulguration may be used in the at- 
tempt to cure rectal cancer. In radical surgi- 
cal procedures, a mortality of less than 10% 
has not been generally attained. Recurrence is 
frequent in less dangerous methods. The life 
of cancer patients after operation is not the 
most pleasant, but with the modern colostomy 
hygiene of morning lavage, and the rubber bag 
relegated to the junk heap, it can be made use- 
ful to him and not obnoxious to his friends. 
Cures in rectal cancer will increase when the 
idea, that colostomy is worse than death, is di- 
vorced from the minds of physicians and lay- 
men. 

When it comes to deciding what to do for the 
cancer patient in the upper age brackets, the 
surgeon is confronted with the problem of 
whether after operation, the individual will be 
a burden to himself, family or state, and wheth- 
er in hopelessly inoperable cases it is justifi- 
able to use palliative treatment such as radia- 
tion or colostomy. In the more favorable ages, 
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if there is a certainty that the individual will 
die of cancer unless something is done, and 
that an attempt at cure is fraught with dan- 
ger, he should have the opportunity to be 
cured, even though the odds are against him. 
He may be returned to a useful existence by 
bold interference. The successes more than 


compensate for the losses. 
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TREATMENT OF SKIN 
CANCER 


EVERETT C. FOX, M. D. 
Dallas, Texas 


(Delivered before the New Mexico Medical Society, at its Fifty- 
fifth Annual Session, at Clovis, N. M, May 13-15, 1937.) 

(From the Department of Dermatology, Baylor Medical College, 
Dallas, Texas) 


The early recognition and the judicious 
treatment of those dermatoses which may lead 
to cancer would aid in lowering their morta!- 
ity rate. It should, therefore, be the duty of 
every physician to become diagnostically and 
therapeutically acquainted with all precan- 
cerous dermatoses. Workers in the field of 
malignancy agree that the number of cures in 
this disease depends on early diagnosis, fol- 
lowed by adequate therapy. It should also be 
important to recognize the skin conditions 
which are fore-runners of cancer and to eradi- 
cate them. 


The following skin conditions have been 
forerunners of cancer and are given in their 
approximate order of importance: 


Syphilis (tongue). 

Senile keratoses. 

Leukoplakia. 

Seborrheic keratoses. 

Radio-dermatitis. 

Kraurosis vulvae. 

Moles (also malignant lentigo, melanotic whit- 
low.) 

Occupational keratoderma (tar, pitch, arsenic, 
dust, oil.) 

Lupus vulgaris and tuberculosis cutis. 

Arsenical keratoses. 

Lupus erythematosus. 





OCTOBER, 1937 


Chronic ulcers (varicose ulcers, pellagrous ulcers, 
fistulas, etc.) 

Paget’s disease of the nipple. 

Cicatrices (burns). 

Cutaneous horns. 

Bowen’s disease. 

Extramammary Paget’s disease. 

Papilloma of tongue. 

Xeroderma pigmentosum. 

Blastomycosis. 

Inflammatory dermatoses (psoriasis, lichen plan- 
us and eczema). 

Before outlining the therapeutic procedure 
in the treatment of cutaneous new growths, an 
effort should be made by microscopic study to 
determine the probable degree of malignancy 
and the approximate radio-sensitivity or radio- 
resistance. With the exception of melanomas, 
a careful removal of small sections for micro- 
scopic study seldom results in harm. 

Roentgen rays and radium are important in 
the treatment of malignant neoplasms of the 
skin. They may be used singly or in combina- 
tion. Either one may be combined with surgi- 
cal procedures, such as curettage or excision 
with, scalpel, or the high frequency knife or 
electrocoagulation. The method of therapy 
differs for the various types of malignancy and 
in the same type of tumor according to the lo- 
cation. One should individualize each case 
and be prepared to use the various forms of ir- 
radiation with or without surgery. ; 

The malignant cutaneous new growths in- 
cluded here are: basal cell carcinoma, prickle 
cell carcinoma, basal squamous cell carcinoma, 
transitional cell epidermoid carcinoma, melano- 
carcinoma, Paget’s disease of the nipple (duct 
carcinoma), Bowen’s disease (intra-epidermal 
carcinoma) and sarcoma: fibrosarcoma, spindle 
cell sarcoma, giant cell sarcoma, neurogenic 
sarcoma, dermatofibrosarcoma, melanosarcoma 
and lymphosarcoma. 

A large number of chronic lesions of the skin 
in individuals past 40 are basal cell carcinoma. 
They frequently develop on seborrheic kerato- 
ses. Basal cell epitheliomas differ greatly 
in their clinical appearance, and occur at any 
site. They may be superficial or deep, nodular 
or ulcerating. It is interesting that about 80% 
of these lesions occur about the head and neck. 
The method of treatment to be chosen depends 
upon the character of the lesion and its loca- 
tion. The large majority of basal cell carci- 
noma can be cured especially when treated 
early. Lesions present for a long time and 
which have invaded bone and cartilage may 
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prove resistant and require intensive treat- 
ment. 

I prefer to remove these neoplastic lesions 
by surgery and follow with either x-ray or ra- 
dium. The smaller lesions can be readily re- 
moved by curettage under ethyl chloride freez- 
ing. Larger lesions are obliterated by the 
actual cautery, desiccation, or are excised by 
the cutting current. Where the neoplasms are 
first destroyed, only small doses of postopera- 
tive irradiation are required. Healing occurs 
rapidly when the tumor mass is completely re- 
moved and the smaller amounts of postopera- 
tive irradiation afford a better cosmetic result 
and minimize the danger of subsequent radio- 
dermatitis. In all except the evident basal cell 
carcinoma, with its elevated pearly border, tis- 
sue is removed for biopsy with the curet, 
punch or scissors at the time of the initial sur- 
gical removal of the tumor. 

Selected cases are often advantageously 
treated by irradiation alone, using filtered 
x-ray or radium plaques for surface radiation 
and monel, or the heavily filtered small plat- 
inum radium needles for interstitial irradia- 
tion. The needles of the latter type contain ap- 
proximately 1 mgm. of radium element. They 
are inserted about the periphery of the lesion 
and beneath its base, and allowed to remain 4 
to 5 days, giving a total of 100-120 mgm.-hours 
of interstitial irradiation per c.c. of tissue. When 
roentgen irradiation is employed after surgical 
removal, 2 erythema doses are administered 
with 0.5 mm. of aluminum filter at 2-day in- 
tervals for a total of 6 to 8 erythema doses. 
When irradiation alone is used in selected 
cases of basal cell carcinoma, filtered x-rays 
are employed, as above mentioned, except that 
the total dosage is larger, 4 to 6 double ery- 
thema-exposures being required. In cases 
treated with radium alone, irradiation is re- 
stricted almost entirely to the employment of 
the small platinum needles of the Regaud type. 


Prickle cell carcinoma presents a more dif- 
ficult problem than the basal cell type. They 
grow more rapidly, may metastasize early, and 
usually are more resistant to radiotherapy. A 
complete destruction of every cancer cell is 
important and must be accomplished early and 
rapidly. This type of cancer may occur at any 


site. They often develop on such lesions as 
senile, arsenical and tar keratoses, smoker’s 
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patches, leukoplakia and other types of chronic 
inflammation. They are frequently seen on the 
lip, tongue, buccal mucosa and floor of the 
mouth. It has been my observation that the 
majority of malignancies of the extremities are 
of the prickle cell type, especially the dorsum 
of the hands. 


The treatment of prickle cell carcinomas de- 
pends upon the location and character. A mi- 
croscopic study is necessary in each case, for 
proper therapy cannot be given without know- 
ing the type of lesion, degree of malignancy 
and its probable radiosensitivity. The inform- 
ation to be gained by histologic study war- 
rants the danger of making a biopsy of a neo- 
plasm. Ewing warns against indiscriminate bi- 
opsies but says, “the removal of a small care- 
fully selected portion of a readily accessible 
tumor seldom results in any harm.” 


The cornifying, verrucous, keratotic type of 
lesions, which are usually graded 1 or 2, are 
treated in the same manner as that outlined 
for basal cell carcinoma, with the exception 
that where lesions involve the ear and nose, 
and therefore overlie cartilage and bone, the 
destruction is produced carefully and com- 
pletely and the amount of irradiation is appre- 
ciably decreased. The larger carcinomas of the 
lip, where no evidence of cervical metastasis 
can be detected, are now routinely treated by 
the Regaud method of interstitial irradiation 
with the small platinum radium needles. 
Where evidence of early metastasis can be de- 
tected, it has been my procedure to refer the 
patient for surgical removal of the primary lip 
lesion and block dissection of the cervical 
lymph nodes—this to be followed by postop- 
erative irradiation. 


Rapidly growing lesions and moderate-sized 
lesions of the lip and skin are treated frequent- 
ly by x-ray alone, using 85 kilovolts, 5 millam- 
peres, 10-inch distance, 5 minutes time and 0.5 
mm. aluminum filler. This produces 2 skin 
erythema doses or 680 R. units. Treatments 
are administered on alternate days for 4 or 5 
treatments, depending on the size of the lesion 
and amount of infiltration. The total dosage 
is either 8 or 10 erythema doses (2,700 to 3,400 
R. units). 


A moderately severe reaction is obtained 
with definite epithelitis which gradually sub- 
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sides and is usually healed by the end of the 
3rd or 4th week. 


Larger lesions and especially those with ex- 
tensive infiltration into deeper structures are 
best treated with multiple small radium 
needles of the Regaud type. Exceilent results 
have been obtained in extensive lesions of the 
eyelids, hands, cheeks and nose, and especially 
with types of malignancy that would be diffi- 
cult to eradicate by any other method. 


Basal squamous cell carcinoma is a term 
used to describe the transitional form between 
the basal and squamous cell carcinoma. Le- 
sions of this type are frequently radio-resistant 
and best results are obtained by wide surgical 
excision. 

The predominant clinical features of transi- 
tional cell epidermoid carcinoma are: usually 
a small primary lesion of the base of the 
tongue or tonsil; early metastasis with wide 
dissemination; and rapid response to irradia- 
tion. A few 5-year cures are obtained. 

Melanoma is a term used to include both 
melanocarcinoma and melanosarcoma. It is al- 
most invariably used to designate melanocar- 
cinoma which arises on moles. Although the 
term melanosarcoma is frequently used, it is 
done so incorrectly, for most so-called melano- 
sarcomas are really melanocarcinomas (nevo- 
carcinomas). Melanosarcomas are rare and 
arise in the choroid coat of the eye and in the 
blue nevus of Block. 

Nevocarcinomas arise on slate colored, blue 
or bluish-black moles. They may become the 
most malignant type of neoplasm; they metas- 
tasize rapidly with wide dissemination and end 
fatally in a short time. The outcome is always 
uncertain even though these pigmented nevi 
be treated before starting to grow. 

These lesions are radio-resistant and the only 
hope for successful results is by early radical 
surgical removal. 

It is now generally agreed that Paget’s dis- 
ease of the nipple is a carcinoma of the intra- 
epidermal portion of the mammary duct where 
it may remain quiescent for an indefinite 
period. Eventually, however, it breaks through 
the epidermis and becomes an_ infiltrating 
metastizing carcinoma of the breast. Consid- 
ering that this condition is always a carcinoma 
of the nipple, frequently symptomatic of deep- 
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er carcinoma of the breast, I am in accord with 
those who believe that mastectomy after pre- 
operative irradiation is far superior to irradia- 
tion alone. 

Bowen’s disease is a histologic entity which 
should be classified as an intra-epidermal car- 
cinoma. This lesion may remain within the 
epidermis indefinitely or break through the 
basement membrane and infiltrate the corium 
and deeper structures. It is then a prickle cell 
carcinoma. The lesions are usually multiple 
and distributed over the trunk and extremities. 
As a rule they produce no subjective symp- 
toms. Electrodesiccation or surgical excision 
gives good results. 

Sarcomas are the least common of the 
cutaneous malignant neoplasms and for this 
reason very little definite information of them 
is obtainable. They vary considerably as to 
clinical type, histologic structure, degree of 
malignancy, and likewise in their response to 
radiotherapy. They may be single or multiple. 
The large majority of primary sarcomas of the 
skin are of the spindle cell or fibrous type. 
They respond poorly to radio-therapy and 
complete surgical excision offers the best prog- 
nosis. 

Summary 

1. Most cutaneous malignancies develop up- 
on preceding skin lesions or defects. 

2. The treatment of the various types of 
cutaneous malignant neoplasms has been out- 
lined. The plan of therapy which offers the 
best prognosis is given. 

3. The information often to be gained by 
histologic study warrants the danger of mak- 
ing a biopsy of a neoplasm. In this way the 
degree of malignancy and its probable radio- 
sensitivity may be determined. The removal of 
a small carefully selected portion of an acces- 
sible tumor seldom results in harm. 
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THE CARDIAC GLUCOSIDES by Prof. Arthur 
Stoll, Dr. Sr., M. D.; The Pharmaceutical Press: 23 
Bloomsbury Square, London. W.C.1; 1937. 

- This is a book upon digitalis, its chemistry and 
uses—more especially the chemistry. 


CHRONIC FLUORINE 
INTOXICATION: 
Report of ‘‘Mottled Enamel” 
in a Dog 


R deRohan Barondes, M. D. 
291 Geary Street 
San Francisco 


Fluorine, atomic weight, 19.0, is an element 
of the halogen family. It does not ocecur in na- 
ture in its free state though it is widespread in 
the form of fluorspar CaF2, cryolite, and a 
double-fluoride of sodium and aluminum. Flu- 
orine, chemically, is the most active element 
known, combining not only with members of 
its own family but with every e!ement with 
the exception of oxygen and the inert gases. 
It readily displaces chlorine from the chlo- 
rides, as it is much stronger as an oxidizing 
agent than chlorine. Fluorine will readily attack 
compounds containing hydrogen, liberating hy- 
drogen fluoride. If glass is in contact with hy- 
drogen fluoride, it is eaten into, or etched, with 
the escape of the gaseous silicon fluoride and 
the crumbling away of the residual calcium 
and sodium fluoride. A similar reaction may 
explain in part the mottled teeth in chronic 
dental fluorosis. When taken into the body, 
fluorine may act as an oxydative catalyst to 
the detriment of the whole system. This ele- 
ment apparently is a sensitizer for the phos- 
phates, enabling phosphorus to combine with 
the body tissues forming calcium phosphate. 
Hydrofluoric acid has an affinity for calcium 
and combines readily with it to form insoluble 
salts. 

The case of dental fluorosis (mottled en- 
amel”) presented is a young foxterrier, of a 
litter of 4 males. At the age of 6 weeks this 
puppy was weaned and placed in new quarters 
—a sheltered yard, approximately 7 by 25 feet. 
Previously to being placed there, approximate- 
ly 6 cans of insecticide had been used on the 
plants and soil of the pen. Each can of powder 
had about 5 ounces of insecticide in the pro- 
portion of sodium fluoride 75%, sodium-acid 
fluoride 10%, and sodium bifluoride 3%—the 
active ingredients of the powder; arsenic, lead 
and copper were not present. About 26.4 
ounces of fluorides were used in 75 square feet 
of yard. 
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The dog is now about 1 year old. He has not 
had distemper or other diseases, and is free 
of intestinal parasites. Illustrations No. 1, No. 
2 and No. 3 show the present condition of his 
permanent teeth. The deciduous teeth were 
not affected. The parts of the teeth not stained 
and pitted are of an opaque-white, chalky ap- 
pearance and chip easily when scraped with a 
sharp blade or file. These teeth may be likened 
to Hutchinson’s teeth, often found in the 2nd 
dentiton of hereditary lues. The dog’s last up- 
per and lower molars were not affected, though 
the appositions were not normal. Poor apposi- 
tion of the teeth, common in dental f-uorisis, 
especially affects the incisors. The membranes 
of the dog’s mouth have an unhealthy anemic 
appearance. The dog is much oversized for 
his breed, weighing some 24 pounds—average 
being about 18 pounds. The bones, especially 
of his forelegs, are prominent, enlarged and 
roughened, with extensions of bony spicules in- 
to the soft tissues which appear tender. The 
dog shows no inclination to breed when with 
the opposite sex, though his litter brothers are 
all normal in this respect. The testes are nor- 
mal size but are not firm. Otherwise the dog 


appears healthy, runs and plays about, and oc- 
casionally digs up and eats the food he has 
buried in the ground along with nibbling of 
grass and plants. It is apparent that the fluo- 
rides gained access to the dog’s system through 
the eating of food and grass. 


Dean! has made a study of “mottled enamel” 
and is of the opinion that the toxic action of the 
fluorides upon human teeth is operative only 
during dental calcification; consequently the 
susceptible period for the human is between 
birth and 8 years of age, and hence permanent 
dentition is particularly affected. 

Teeth are unique in that they are dermal 
appendages and are developed in mucous epi- 
thelium and not in bone, being perfect'y dis- 
tinct from the internal bony skeleton. Teeth 
are covered on their exposed surface with en- 
amel, the hardest substance in the body—less 
than 0.15% organic, which means that it is par- 
ticularly inert. It contains no living matter, 
and, unlike bone, if it is injured as by fluoride 
corrosion, it never grows again. Enamel has no 
blood vessels, nerves, nor metabolism. It is 
solely a protective covering to the softer un- 
derlying dentine which encloses the blood ves- 
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sels, nerves and connective tissue—i.e., the 
pulp. Normally, calcified teeth erupt, present- 
ing a smooth, glossy, translucent structure, gen- 
erally of a pale creamy-white color. Teeth af- 
fected with mottled enamel, on the contrary, 
erupt, with a dull chalky-white appearance 
which in many instances jater takes on a char- 
acteristic brown stain—the frequency of brown 
stain increasing with age. Dean states that in 
areas where the water contains a relatively 
high fluoride concentration, the teeth may have 
also discrete or even confluent pitting; as the 
defect is structural, there occurs a permanent 
physical disfigurement of thousands of chil- 
dren residing in endemic areas during the 
period of tooth formation. Although the ob- 
jective sign of endemic fluorosis is dental, this 
disease may have multiple ramifications. It is 
becoming of increasing interest to physicians, 
dentists, veterinarians and geologists. 


The first reported studies of “mottled enam- 
el” in the United States were made by Black 
and McKay, although this condition had been 
noted as early as 1901 when Eager of the Unit- 
ed States Public Health Service reported this 
dental defect among certain immigrants, par- 
ticularly Italians coming from Possuoli, a com- 
munity 5 miles from Naples. The term “mot- 
tled enamel” was first used by Dr. Black. In 
latter reports, Kempf and McKay? found the 
most essential injury occurring in the dental 
enamel to be the appearance of the teeth. The 
teeth are usually of normal form but not of 
normal color. When not stained brown, black, 
or yellow, they are a ghastly-white. In many 
cases the teeth are black. Mottled enamel is 
distinguished especially by the absence of ce- 
menting substance between the enamel rods in 
the outer 4th of the enamel with great variety 
of color, rendering it totally different from 
anything else. The outer glazed enamel (Nay- 
smith’s membrane) is present and appears 
normal only in non-corroded cases. The as- 
sociated pigmented or stained phase of the 
enamel is termed “brown stain” or “brownin”. 
This stain does not occur in all cases and seems 
limited to the labial surfaces of the incisors 
and cuspids. McKay thought the brown stain 
appeared after the mottled teeth had erupted. 
He investigated the condition on widely sep- 
arated affected areas: Texas, Idaho, Minnesota, 


Colorado, Virginia, North and South Dakota, 
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Illinois and California. The condition occurs 
elsewhere in various parts of the world and 
wherever it occurs, the characteristic of the 
enamel defect is the same. At the time of Mc- 
Kay’s investigations, this lesion had not been 
reliably reported in animals. 

What role the saliva plays in these cases has 
not yet been studied. Many substances, both 
organic and inorganic, are excreted in saliva. 
Such drugs as mercury, selenium, potassium 
iodide and lead, when present in the body are 
excreted in part by the saliva. Mercury will 
cause severe stomatitis by excretion of exces- 
sive amounts by this route. Selenium com- 
pounds are known io destroy the diastasic-like 
action of saliva and may cause decay and dis- 
coloration of teeth. The blue line on the gum 
margins in chronic lead poisoning is due to the 
metal’s having been deposited as lead sulphide. 
The sulphur is provided by organic material 
contained in the tartar on the bases of the 
teeth. For this reason discoloration of the gum 
does not occur when teeth are absent. It is 
possible the “brown-stain” in dental fluorosis 
likewise is fluoride sulphide or calcium fluo- 
ride formed by a similar reaction. It was 


thought that this “brownin” was manganese. 
A spectroscopic examination should be under- 
taken to determine its true nature. The stain- 
ing of teeth cannot occur unless the enamel 


bears the fundamental mottled defect. For 
reasons unknown, not all teeth with mottled 
enamel are stained. As this stain appears lim- 
ited to the incisors and cuspids, those most ex- 
posed to light, evidently a photo-chemical re- 
action is also involved—only the labial sur- 
faces of these teeth are affected. 

Minute amounts of fluoride in insecticides 
may be accidently ingested, and, acting insidu- 
ously and slowly, actually be etiologic factors 
in some common disorders, the symptoms be- 
ing much alike. (Hanzlik*) Fluoride in any 
form is a most dangerous insecticide and con- 
tamination of foods and waters. Mottled enam- 
el of growing teeth in animals occurs after tak- 
ing in food something like 14 parts per million 
of fluoride, and in children, a “homeopathic” 
dose of only 1 part per million. There are 
Probably other systemic abnormalities caused 
by prolonged ingestion of fluoride. The action 
is apparently not a simple matter of decalcifi- 
cation, because calcium fluoride produces these 
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same defects. DeEds* says that what is funda- 
mentally involved in f uorosis is as yet unde- 
termined although some intrinsic impairment 
of protoplasm and enzymes appears plausible, 
which merely emphasizes the insidiousness of 
the intoxication. Schwyzer® found that the 
continued intake of sodium fluoride in doses 
of 1 to 2 mgms. per kilo caused an increased 


Figs. 1, 2 & 3, Chronic Dental Fluorosis in Dog. 
(slightly retouched to accentuate defects.) 
coagulability of the blood, and irritation of the 
bone marrow with a loss of chlorine and cal, 
cium. He thought these symptoms might be 
due to the affinity of hydrofluoric acid for cal- 
cium with which it forms insoluble salts. The 
alkaline fluorides are powerful depressants to 
the blood pressure through action upon the 
vasomotor centers, and produce a lowering of 
body temperature. Michaelis* found that the 
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continued intake of fluorine in minute amounts 
is physiological, pointing out that it is a normal 
constituent of bone but that it decreases with 
advancing years. It has been assumed that the 
greater brittleness and poorer healing ten- 
dency of the bones of older people has some 
connection with the lesser fluorine content. 
The quantity of fluorine, when compared with 
other constituents of bone, is extremely small, 
but it may play the part of a catalyzer. Fluo- 
rine is apparently a sensitizer for phosphates, 
enabling phosphorous compounds to combine 
with the tissues. In other words, the presence 
of fluorine is essential for the formation of cal- 
cium deficiency of the skeleton. Attention is 
drawn to these factors which indicate: an an- 
tagonism of fluorine and iodine in the organ- 
ism; deleterious effect of iodine use on frac- 
tured bones; the possibility that an excess of 
fluorine as well as a deficiency of iodine may 
play a part in endemic goiter. Small doses of 
iodine have been found helpful in counteract- 
ing the symptoms of arteriosclerosis. This an- 
tagonism of fluorine and iodine suggests the 
possibility of treating iodine idiosyncrasy with 
a fluorine preparation. Iodine might also prove 
beneficial in the early treatment of endemic 
fluorosis and as a prophylactic and preventa- 
tive measure. 


Sodium fluoride has been used at various 
times in the treatment of goiter, arthritis, epi- 
lepsy and phthisis; its value, however, is ex- 
tremely questionable; it certainly is toxic. 
Jankowski’, however, describes 17 cases of 
chronic articular diseases he has treated with 
a weak solution, and noted beneficial effects. 
In several patients the treatment had to be 
interrupted on account of gastric irritation, 
weakness and vertigo. The most common 
symptoms of acute sodium fluoride poisoning, 
(in man, between 5 and 10 gms.), are: epigas- 
tric pain, nausea, vomiting, diarrhea, with fre- 
quent neurites and local paralyses in the wrists, 
arms, legs and face. (A dog suffering from 
acute fluoride poisoning shows similar related 
symptoms, the symptoms being almost identi- 
cal to those seen in distemper. And odd to note, 
the vomiting, gastro-intestinal distress, pneu- 
monic congestion, painful locomotion proceed- 
ing on to weakness and partial paralysis of the 
hindquarters, are the classic symptoms of a 
dog who is suffering from an extreme A-avi- 
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taminosis®**»), A dog, also, who has recovered 
from distemper, specially if he has contracted 
this disease in early life, shows a dental defect 
somewhat similar to that of dental fluorosis. 
It is apparent, that in chronic fluorosis, distem- 
per, and the avitaminosis, some decalcifying 
action occurs in the teeth in these conditions, 
the result of vitamin destruction or inactiva- 
tion. In fluorosis the fluorine by its oxyda- 
tive-catalytic action could cause a vitamin in- 
activation or destruction in the body. If this be 
true, then the giving of anti-oxygens ‘would ap- 
pear indicated to combat this oxidizing effect 
of that element that stands at the head of the 
halogen fam’iy so far as oxidizing power is 
concerned. 


Geiger and Hanzlik® on necropsies in acute 
fluoride poisoning, found congested and edem- 
atous mucous membranes of the stomach and 
upper bowel, with scattered hemorrhages 
throughout. Degenerative changes and cloudy 
swelling were noted in the heart muscle, liver 
cells, and the epithelium lining the tubules of 
the kidney as was acute hemorrhagic conges- 
tion of the lungs; all is interpreted as evidence 
of a protoplasmic poisoning. 

Bishop” recently reported findings in chronic 
fluorine intoxication. He found the essential 
roentgen changes were: increased bone densi- 
ties without alteration of normal bone struc- 
ture, and the lack of normal sharpness of the 
outlines with extensions of calcifications into 
ligamentous attachments. These features com- 
bine to give one the impression that the roent- 
genograms have been made with the broad 
focus tube at too low a voltage. The increase 
of bone density varies from slight blurring and 
accentuation of the trabeculations, “fleecy 
thickening of the bone laminae”, in areas of 
early involvement, to marked homogeneous 
opacity—“milk-white opacity”—with oblitera- 
tion of bone detail in the most advanced areas. 
The earliest changes appear in the trunk.. As 
the condition progresses, these changes be- 
come more marked and the process extends 
toward the periphery, until in advanced stages, 
the bones of the hands, feet, and skull are in- 
volved. The characteristic of this increase in 
density is the preservation of the normal os- 
seous architecture. The indistinct margins are 
the result of extension of calcification into the 
soft tissues at the attachments of ligaments and 
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muscles. There is also noted an osteophyte 
formation with calcification of the ligaments 
between the vertebral bodies. Complete bridg- 
ing between vertebral bodies is frequent in ad- 
vaned cases, accounting for stiffness of the 
back. In the pelvis the anterior iliac margins 
and the pubic and ischial borders show rough- 
ening, with extension of spicules into the soft 
tissues. Differential diagnosis is important be- 
cause of the difference in prognosis between 
this condition and the one with which it is 
most likely to be confused—osteoplastic metas- 
tasis from carcinoma of the prostate. They are 
similar in that both produce sclerotic bone 
changes, with the spine and pelvis most fre- 
quently and extensively involved. In fluoro- 
sis the normal bone architecture, in spite of 
the increase in density and the uniformity of 
distribution of the density along with calcifi- 
cation of ligaments, absence of corresponding 
failure of general health, etc., should indicate 
the benign nature of the condition. A history 
of long continued exposure to fluorine—per- 
haps difficult to obtain — will establish the 
diagnosis. In carcinoma of the prostate there 
is disturbance of bone structure, but no mat- 


ter how dense the sclerosis, areas of destruc- 
tion can be identified; also there is less ten- 
dency to regularity of distribution of the le- 
sions. 


A survey recently completed by the U. S. 
Public Health Service and the Texas State 
Department of Health offers evidence that the 
Panhandle-West Texas district is the largest 
“mottled enamel” area in the United States. 
A less exhaustive study in the east central 
part of the state revealed another endemic 
area, the extent of which was not determnied. 
In the town of Lubbock, Texas, population of 
some 20,000, the teeth of all the children ex- 
amined (176) showed mottled enamel. In 
Plainview, 76 of 87 showed it in some degree; 
and in Amarillo, the largest city of the area, 
163 children of 168 were affected. 


The fact that the water supply of such large 
towns contain the causative factor in sufficient 
concentration to produce such a high incidence 
of mottled enamel has developed an acute pub- 
lic health problem. As there is no cure for 
this condition, the important problem is pre- 
vention. In the light of present knowledge this 
disease is readily preventable if water free of 
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toxic amounts of fluoride is used during the 
susceptible period, both for drinking and cook- 
ing. Dean states that several small communi- 
ties have actually changed their public water 
supply to one free of toxic amounts of fluo- 
rides in order to prevent further development 
of this defect. In many endemic areas how- 
ever, this is not feasible and final solution will 
no doubt be dependent upon the development 
of an economical chemical method of treating 
the water supply. 

The possible seriousness of such toxic spray 
accumulations in irrigated soils was pointed 


Figs. 4 & 5, Typical cases of chronic dental fluor- 
osis in the human. (From Black’s Dental Path- 
ology.) 


out in 2 studies carried on at the Oregon State 
College and the State College of Washington 
respectively. It was found that lead arsenate 
spray accumulations appear to be confined 
largely to the cultivated surface layer of soil. 
Toxic effects on barley were found roughly in 
proportion to the concentration of the water 
soluble arsenic in soil. Trees and their fruits 
appeared to be capable of assimilating both 
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lead and arsenic. Fluorine and selenium com- 
pounds used in insecticides may in like man- 
ner be assimilated by fruits and vegeta- 
bles#4*:14>, The Oregon and Washington re- 
search on the effects of such materials as ar- 
senic, lead and copper conclude that unless in- 
organic sprays are dispensed with, radical 
changes in orchard management will have to 
be made. In a late publication Copisarow'™ 
recommends a greater stress upon the aug- 
mentation of the plants’ natural means of pro- 
tection, such as sanitation, nutrition and stock 
selection to lessen the recourse to these arti- 
ficial means. He makes the interesting sugges- 
gestion that poison sprays be replaced by a 
solution of maleic acid in ethereal oil, parafin, 
solvent naphtha or other suitable medium. 
Maleic acid has insecticidal, bactericidal, fungi- 
cidal and anti-virus properties. Maleic acid 
bears a close chemical resemblance, if not 
identity, to the natural inhibitor, “blastokolin”, 
present in fruit and vegetables and which, 
when it undergoes chemical degradation or 
transmission during the ripening stage of the 
fruit, ethylene, a natural accelerator, and car- 
bon dioxide are formed. 


Branchy™ states vines and plants may be 
successfully treated with sulphur fumes with- 
out damage’ provided of course, the fumiga- 
tion is not done in sunlight, (certain physiolog- 
ical functions in plants are slowed up in dark- 
ness), but if the sulphur should accidentally 
catch fire and sulphur dioxide is produced, the 
vines and plants will be ruined as every leaf 
will drop off. Considerable work has been done 
at the Rothamstead Experiment Station, Eng- 
land, on the resistance of plants to poisons and 
alkalies. It was found that, unlike animals, 
plants take in the bulk of the various salts, 
toxic substances, etc., in the inorganic form; 
synthesis into organic forms, comvounds, etc., 
takes place within the plants provided the en- 
vironmental conditions for the metabolic pro- 
cesses are suitable. Considerable discussion 
has taken place as to how much power plants 
themselves have of selecting or ejecting the in- 
organic salts in solution, but probab’y under 
normal conditions of absorption some propor- 
tion, at least of all dissolved inorganic sub- 
stances find a way into the plants. The question 
at once arises as to what constitutes a poison— 
why one substance is injurious and another 


SOUTHWESTERN MEDICINE 


harmless or beneficial. The truth seems to be 
that it is largely a matter of degree, not kind: 
and that while some substances are mischie- 
vous in small amounts, others can be present 
in large quantities without causing injury. But, 
even with the last group there is a concentra- 
tion in which they act definitely as poisons, 
and interfere with the metabolic processes just 
as surely as do those of which only a small 
amount is needed to cause injury. Even the 
most important and essential nutrient salts to 
plants, such as those of nitrogen, potassium, 
phosphorous and magnesium may be, and often 
are, definitely toxic if supplied too lavishly. 
The degree of toxicity of individual nutritive 
compounds is partly determined by environ- 
mental conditions. The toxicity of magnesium 
nitrate for certain plants is affected by light, 
more being required to cause poisoning in the 
light than in the dark, this probably being cor- 
related with the removal of magnesium from 
toxic compounds in the light to form chloro- 
phyl. This may be contrasted with other types 
of toxicity where poisoning is less marked in 
the dark owing to the slackening of certain 
physiologic functions, as for instance, phaner- 
ogamic plants can withstand arsenic in the in- 
secticides and sprays for some time in the dark 
or in air free of carbon-dioxide provided glu- 
cose is given in the nutrient solution. Arsenic 
and other similar poisons have maximum ac- 
tion during carbon assimilation by means of 
chlorophyl. The toxic action is attributed to 
injury to the chlorophyl, the destruction of the 
living molecules being far more rapid in the 
chlorophy] apparatus than in the protoplasm of 
the plant cell. It is known for instance that 
arsenious acid, the arsenics, selenites and 
fluorites are much more toxic than their “-ic” 
acids and “ate” salts for the same quantity of 
elements. This differential toxicity is strongly 
marked as plants may be rapidly killed by ar- 
senious acid but survive for much _ longer 
periods with 10 times the concentration of ar- 
senic acid. 

(Note: Mottled enamel should not be confused with a some 


what similar defect of the second dentition that sometimes re- 
sults from the acute children’s-diseases.) 

1. Dean H. Trendley: Action of Fluorides upon Human Teeth. 
The Scientific Monthly, Aug. 1936. 

2. Kempf, Grover and McKay: Public Health Reports. 45: 
Nov. 28, 1930. 

3. Hanzlik, P. J. & Geiger, J. C.: Poisoning Due to Ingestion 
Sodium Bicarbonate and Sodium Fluoride, Calif. & West. Med. 
44: Feb. 1936. 

4. DeEds Floyd: Fluorine in Relation to Bone and Tooth De 
velopment: Jour. Am. Dent. Assoc. 23:568-574, April, 1936. 

5. Schwyzer: Biochem. Zeit. 60:932, 1914. 





loro- 
ypes 
d in 
rtain 
yner- 
e in- 
dark 
glu- 
senic 
1 ac- 
as of 
xd to 
f the 
1 the 
sm of 
that 

and 
“ig 
ity of 
ongly 
yy ar- 
onger 
of ar- 


4 some 
mes re- 
1 Teeth. 
rts. 45: 


ngestion 
st. Med. 


oth De- 


OCTOBER, 1937 


6. Michaelis, L.: Klin. Wchnschrft, Berlin 14:73-112. Jan. 19, 
1935 

7. Janowski, J. W.: Fluorine Salts in Chronic Arthritis, Polka 
Gazeta Lekarska Lwow, 16:174, March 7, 1937. 

8. Barondes R.deR.: A-Avitaminosis and Distemper in Dog, 
Med. Rec. 265-266, Sept. 16, 1936. 

8a. Barondes R.deR: A-Avitaminosis and Distemper in Dog, 
ternat. Cong. Comp. Path. 2:366-370 April 15-18, 1936. 

9. Geiger, J. C. and Hanzlik, P. J.: Sodium Fluoride Poison- 
ing. Calif. & West. Med. 44: Feb. 1936. 

10. Bishop, P. A.: Bone Changes in Chronic Fluorine Intoxi- 
cation, Am. Jour. Roent. & Rad. Therapy, 35:577, May 1936. 

lla. Barondes, R. deR.: Relations entre l’Empoisonnement par 
Selenium et la Pellagre, Press. Med. Paris. 11:188-190. Jan. 29, 
1937. ; 

llb. Barondes R. deR.: Selenium Toxicosis, the Etiologic or 
Causative Factor in Pellagra? Am. Jour. Digest. Dis. and Nutrit. 
3:330-331, July, 1937. 

12. Copisarow, Maurice: The Protection of Plants, Science 85; 
2196, Jan. 29, 1937. 

13. Brenchley W. E.: The Resistance of Plants to Poisons and 
Alaklies, Proc. 3rd Internat. Cong. of Comp. Path., April 15 and 
18, 1936. 





Gonorrhea: Treatment and Its In- 
adequacy: Latent Gonorrhea 
Common: Gonococci Acquired 
by New-Born in Nose, Mouth, 
Urethra and Vagina, as Well as 
Eyes: Gonococci Seem to Cause 
Arthritis and Rheumatism: Are 
Gonococci, Like Syphilis, Passed 
on to Third and Fourth Genera- 
tions? 

GARDNER S. CHAPIN, M. D. 
Los Angeles, California 


My treatment of acute gonorrhea is: cases 
with a clear second glass on first examinations 
are each given 10 to 12 injections daily after 
urination, of 4% strong silver protein back to 
the sphincter, and methanamine with sodium 
acid phosphate, each 5 grains after meals with 
a full glass of water; the patient returns daily 
for inspection of the second glass. This treat- 
ment, if instituted within 48 hours of the on- 
set, usually aborts the attacks. Nevertheless, 
the injections are continued for 90 days, taper- 
ing down to 1 injection daily; this prevents re- 
currences of symptoms. 

About 20% of the cases show at some time, 
cloudy second glasses and are immediately 
taken off injections, but are continued with the 
methanamine and acid phosphate. As soon as 
the second glass clears, injections are resumed. 

About 5% of a large series showed a per- 
sistent discharge—not necessarily among the 
cloudy second glass group. They had enlarged 
boggy prostates or mucous patches in the ure- 
thras; the latter often are palpable as hard- 
ened areas on the under side of the penis 
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usually at the junction of the penis with the 
body. These patches are generally disposed of 
within 48 hours by 3 injections of a 10% hexal- 
resorcinol 1 to 1000 solution, then deep injec- 
tions by Keyes-Ultzman syringe of a 2% solu- 
tion of mercurochrome. 

The prostates are massaged and mixed gon- 
orrheal vaccine is administered intradermally 
starting with 42 m. and running up to 2 m. at 
5 day intervals. 

Cases with epididymitis are immediately put 
to bed; injections and vaccines are stopped; 
continuous heat is applied—not cold. A tem- 
perature of 105 kills gonococci and an electric 
pad around the scrotum easily holds 120 de- 
grees which is tolerated. Sterility produced by 
heat is temporary. 


Acute gonorrhea in the femalé, clears up 
nicely from large vaginal tampons 3 times 
weekly well saturated with 2% mercurochrome 
solution; the same solution is instilled into the 
urethra. On alternate days a 1 to 5000 warm 
potassium permanganate douche is taken slow- 
ly by the patient on her back. 


After acute symptoms subside, the cautery 
is applied within the cervix weekly; infected 
bulbo-vestibular glands are eradicated by the 
same method. If the Bartholin glands become 
infected they are removed later by dissection; 
otherwise the woman becomes a carrier. 

Of course sexual excitement, intercourse 
and alcohol are forbidden in either sex. 

Since the advent of sulfanilamid as a gon- 
occocide the above treatments have been sup- 
plemented by a moderate amount of this drug 
—40 grains the first day and 20 grains there- 
after. 

The results have been remarkable. We no 
longer see cloudy second glasses; cases of acute 
salpingitis obtain almost complete relief from 
suffering within 48 hours. The temperature 
drops to normal and the pain ceases. Tender- 
ness, however, persists for some time. What 
the final result will be on the tube cases we 
do not yet know. 

The former treatment gets patients comfort- 
able and symptom free within a reasonable 
period; nevertheless, it has been my lot to ex- 
amine about 12 girls in whom the cervices -and 
adnexa were normal, and later to have them 
marry patients whom I had properly treated 
within a few years for acute gonorrhea. After 
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marriage the women returned for treatment of 
leucorrhea or merely for examination. In each 
of them I found endocervicitis with no other 
visible infection of the genitals and with smears 
negative for gonococci. After a few applica- 
tions of the cautery to the cervices and injec- 
tions of mixed gonorrheal vaccine the cases 
cleared up nicely. Both male and female then 
transmit all degrees of infection from the typi- 
cal specific urethritis down to those so mild 
the individual harboring them is totally una- 
ware of them . 


The majority of men cohabiting with women 
infected with gonococci escape with no notice- 
able symptoms, but by urethroscope in many 
of them is found slight redness at the orifices 
of the urethral glands. Such cases having no 
complaint are usually not investigated and the 
fact that they have become carriers is not as- 
certained. 


Why do laws make it obligatory to use drops 
in the new-born babies’ eyes if this coccus is 
not universally present? May not babies pick 
up a latent infection of the nose, mouth, ure- 
thra or vagina as well as the conjunctiva dur- 


ing birth? Should not prophylactic silver be in- 
stilled into the nose, mouth, urethra and vag- 
ina? I think it should. 


It is my belief that gonococci are responsible 
for considerable of the muscle and joint pains 
in patients over forty. Arthritis many times is 
coincident with gonorrhea. 


For the past 10 years patients over 40 com- 
plaining of vague aches and pains of muscle or 
joints have been routinely given mixed gonor- 
rheal vaccine. The results have been just 
about 99% perfect—with either complete ces- 
sation of symptoms or marked improvement. 
Even old long-standing cases have had consid- 
erable return of function. Cases of osteo-arthri- 
tis, myalgia, tendosynovitis report an increase 
of symptoms the day following the injection, 
and then steady improvement. I give this treat- 
ment regardless of venereal history. 

Is it not possible that latent attenuated gon- 
occi being unable to live in any culture media 
in use, prevents our growing them or other- 
wise recognizing them? 

In conclusion: can an individual who has led 
an absolutely clean life harbor the gonococci 
as a latent infection, acquired during the birth 
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passage, and “The sins of the fathers upon the 
children, unto the third and fourth generation” 
be taken to apply to gonococci as well as to 
syphilis? 





REPORT OF THE COMMITTEE 
ON NATIONAL LEGISLA- 
TION 


R. J. STROUD, 
Tempe, Arizona 


(To the 46th Annual Session of the Arizona State Medical 
Association, Yuma, Arizona, April 1-3, 1937.) 


There are 5 bills pending in Congress relating to 
foods, drugs, cosmetics and therapeutics introduced 
by Senator Copeland, Representatives Chapman of 
Kentucky, Coffee of Washington, Tooey of New 
Jersey and Jenkes of Indiana. 

These bills differ in many ways, some introducing 
further federal control and penalties; some would 
control advertising, especially collateral advertising 
as to cosmetics and therapeutic devises. Senator 
Copeland’s bill, while correcting many defects in 
existing laws, does not provide adequate standards 
for drugs. Senator Hatch, N.M., proposed to prohibit, 
except for legitimate uses, the interstate or fore- 
ign commerce in cannabis and its derivatives and 
compounds, under such rules as may be prescrib- 
ed by the commissioner of narcotics. Two similar 
bills, by Representatives Fish of N. Y. and Hen- 
nings of Mo. are pending in the house committee 
Chavez, N. M. proposed to prohibit transportation 
of peyote, or anhalonium to any state or territory 
where its use is forbidden; and when in transit 
anywhere the name of the shipper and consignee 
= be plainly marked together with the con- 

nts. 

Twelve bills have been introduced to construct 
in as many states—for new construction or addi- 
tions to present—facilities of Veterans’ Hospitals. 
None is in Arizona. No action has yet been taken 
on these bills. 

Two bills by Senator Frazier of N. Dak. and 
Representatiive Quinn of Pa. prohiibit any per- 
son to expefiment on a living dog in any manner 
whatsoever, other than the healing or curing of 
the dog, in the District of Columbia. This as- 
sumes national importance as it will serve to in- 
troduce similar legislation by the several states. 

Injustice has been done by denying Contract 
Surgeons of the Spaniish-American War the ser- 
vice pensions given to other participants, includ- 
ing nurses. The American Medical Association 
is on record as favoring enactment of legislation, 
to do justice to these surgeons. Therefore, bills 
by Senator McNary, Oregon, and Representative 
Pierce, Oregon, are pending in committee. A bill 
reported favorably out of committee increases 
several pensions of Spanish-American War origin, 
including nurses, and still leaves out surgeons. An 
effort is being made to have the bill amended with 
provision for surgeons. 

Procedures are under way looking toward reor- 
ganization of the activities of the Federal Govern- 
ment. Medical men are interested as to the plans 
which may be made by those charged with health 
activities as it affects the nation and the various 
states. 

Legislation affecting Arizona which has already 
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become law is the establishment of resettlement 
areas. As it affects the medical, a loan to certain 
rural rehabilitation farms may include moneys in 
advance for medical attention. The doctor is allowed 
certain monthly fees and the loan is paid back to 
the federal treasury by the farmer. Those not 
qualifying will of course expect like attention for 
nothing, as the doctor will be allowed to add private 
practice on the side. At a meeting with the re- 
presentatives of the bureau and the medical econo- 
mics committee of the state medical society together 
with the president, vice-president and secretary of 
the society, it was decided to let each county society 
be autonomous in its dealings with the federal re- 
presentatives. It is a form of state medicine, but 
not only as to classes but members within a rural 
class. Newspaper reports state that 3 of the groups 
have been set up, but specific information has not 
been received by any of the committee. To avoid 
confusion the communications have been referred 
to our secretary, Dr. Harbridge. When specific 
information has been secured from proper chan- 
nels the various county secretaries will be notified. 


So much new legislation affecting the economic 
status of doctors and health departments has 
been enacted the past few years that this congress, 
so far, has not before it any further legislation— 
presumably allowing the present laws to become 
operative and activities to catch up with the laws. 





Scleroderma of Edematous Type 
Case Report 


R. W. MENDELSON, M. D. 
Albuquerque, N. M. 


Scleroderma is not an uncommon disease, 
but the edematous type is not often encoun- 
tered and this case is of considerab‘e interest 


~ 
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in view of the fact that the patient has suf- 
fered the disability some 20 years. 

The patient is a female Mexican, 38, who 
first noted swelling in both hands with the 
usual manifestations of scleroderma. This last- 
ed about 1 year and disappeared without med- 
ication. Following the above, some 20 years 


ago, she noted the same manifestations in her 
right leg and at the present time the disease 
presents itself as illustrated. Laboratory ex- 
aminations are negative, including blood Was- 
sermann, urine and ordinary blood investiga- 
tion. 





Clyde A. Aunger, Proprietor of the Arizona Brace 
Shop, Phoenix and Tucson, has been unanimously 
elected President of the Association of Artificial 
Limb Manufacturers of America, an international 
organization which includes members in Canada 
and England as well as the United States. Mr. 
Aunger has previously served as Vice-President and 
for the past two years has served as Secretary. 

Mr. Aunger is well known for his activities in the 
welfare and rehabilitation of the Underprivileged 
and Crippled Children, and has his own motiou 
pictures of some of his private cases. 

His many years of experience and his knowledge 
ably qualify him for his chosen profession. He is 
one of the foremost men in his profession; his 
greatest achievement was his beinig retained by the 
Australian Government during the World War to 
build factories and teach their returned disabled 
men how to manufacture artificial limbs and re- 
habilitate themselves. 
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HOSPITAL CARE INSURANCE 


Group budgeting for hospital care is now 
being done by over a million employed per- 
sons and their dependents in more than sixty 
United States cities. More than five hundred 
hospitals are patronized by the budgeters. 

The movement first started as an experiment 
by the Baylor University Hospital in Dallas, 
Texas, in 1929, which made an agreement with 
fifteen hundred school teachers, all of whom 
were members of a benefit society which pro- 
vided cash benefits during illnesses. The soci- 
ety increased the dues and paid to the hospital 
about six dollars per member per year. The 
hospital in return agreed to provide, if neces- 
sary, three weeks’ hospital care in semi-private 
quarters to any member. Laboratory, operat- 
ing room, drugs, dressings and other specified 
hospital services are furnished without extra 
charge. 

At the end of about a year other groups of 
employed persons requested to be allowed to 
budget their hospital requirements similarly 
to the teachers’ plan. Over eighteen thousand 
persons are now eligible under hospital budget- 
ing plans to hospital care from the Baylor hos- 
pital. Many subscribers have been cared for 
in the hospital; certainly a considerable per 
cent of them would not have received hospital 
care under private physicians without their be- 
ing members of this or another budgeting plan 
for this purpose; the hospital has been paid for 
all services rendered subscribers. 

A number of other hospitals of the southwest 
by 1931 adopted the Baylor University hospital 
plan, usually getting subscribers through sales 
agencies which were compensated by being 


given a portion of the annual dues—probably 
we presume only of the first year. For various 
reasons many of the early experiments in hos- 
pita'-care budgeting were failures. The rapid 
spread of these schemes seems to indicate a 





LET’S ALL MEET IN PHOENIX 
NEXT MONTH 


The date is Nov. 18, 19 and 20. 


The attraction—The Annual Clincal Confer- 
ence of Southwestern Medical Association. 


This is to be the greatest session yet— 

New tyne of meeting—an 

Intensive Post-Graduate Course. 

All sneakers are eminent leaders 

In their respective fields. 

Clinical conferences held by guest speakers. 

Discussion of papers postponed to noon hour. 

Luncheons held in sections for different sub- 
ts 


jects. 

Round table discussions of papers and allied 
subjects— 

With guest speakers. 

Many interesting and instructive 

Scientific and commercial exhibitis. 

Headquarters and meetings at Hotel West- 
ward Ho. 

Read program in this issue and 

Make reservations now. 

Entertainment for all—so bring wife or sweet- 
heart— 

And make it a gala time. 

No physician in the Southwest can afford to 


This scientific meeting. 

So come and let’s all meet in Phoenix— 
Renew old friendships, make new ones and 
Help make this the best meeting you 


Ever attended. 
C. R. Swackhamer, 
President. 











keen interest on the part of the American pub- 
lic for removal of economic hazards of hospital 
care. During 1932 city-wide free-choice plans 
appeared. In 1933 the council and board of 
trustees of the American Hospital Association 
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inaugurated a study of hospital-care insurance 
as developing in America and as existent in 
Europe, with the idea of recommending stand- 
ards which might govern in case the scheme 
should become general in the United States. 
The trustees and the council endorsed the prin- 
ciple of having insurance for the purpose of 
purchasing hospital care. The endorsement 
was approved by the American Hospital Asso- 
ciation in convention assembled that same 
year. 


In 1934 the regents of the American College 
of Surgeons approved the principle of insur- 
ance for hospital-care costs and !ater that year 
the membership at their annual assemblage 
also approved. 


In 1935 the American Hospital Association 
passed a resolution as follows: “Be it resolved, 
that hospitals contemplating the establishment 
of, or participation in, group-hospitalization 
plans bear in mind the recommendations of the 
Association and, before any active participa- 
tion in such plans, consult with the officers of 
the Association for information and advice 
concerning individuals or agencies sponsoring 
periodic payment plans for the payment of 
hospital care.” 


The American Hospital Association has 
gradually accumulated data on the various 
hospital-care budgeting plans and in January 
of this year through a grant from a philan- 
thropic foundation established a committee on 
hospital service with a full time director with 
offices at the headquarters of the association. 
The function of this committee is to provide 
information and advice to groups and hospitals 
seeking such, to serve as a clearing-house for 
executives of existing hospital-care associa- 
tions and to study related problems. 

The American Medical Association at the 
1937 convention set up principles similar to 
those adopted by the American Hospital As- 
sociation in 1933 which should characterize 
hospital-care insurance schemes should there 
be further spread of the idea, without approv- 
ing or disapproving hospital-care insurance 
schemes. The Catholic Hospital Association 
meeting in Chicago in June, 1937, encouraged 
its members to “join such plans as conform to 
certain standards.” 


The dominant type of hospital-care associa- 
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tion is a non-profit corporation offering its sub- 
scribers free choice of hospital among those 
with which it has contracts for furnishing the 
desired care. The subscribers pay the associa- 
tion which in turn pays the hospitals for the 
bills incurred by its subscribers in line with 
the contracts between the subscribers and the 
association and between the association and 
the hospitals. 


The Associated Hospital Services of New 
York began operations in May, 1935 and en- 
rolled over 400,000 subscribers in the course 
of two years. By July Ist, 1937 there were 
over three hundred participating hospitals in 
greater New York, Connecticut and New 
Jersey. The board of trustees is elected by hos- 
pital organizations, civic bodies, and the med- 
ical societies of greater New York. The trus- 
tees elect a board of directors who by law must 
be hospital executives or trustees. An indi- 
vidual subscriber pays ten dollars per year, a 
husband and wife eighteen dollars and a fam- 
ily with unmarried children under nineteen 
twenty-four dollars per year. No physical ex- 
amination is required and no occupational or 
salary limitation prevails. All usual laboratory 
and operating-room servives are included as 
well as x-ray, fluoroscopic, and other usual of- 
ferings of hospitals with drugs, dressings, etc. 
Even an anesthetic is included if administered 
by a hospital employee. Basal-metabolism and 
electrocardiogram examinations are even in- 
cluded. Serums are also provided. A twelve- 
months wait is required for obstetrical cases. 
The benefits are for twenty-one days with 
twenty-five per cent discount on further hos- 
pital bills. Fees of physicians and nurses are 
not included in the benefits. Hospitalization 
under the group-budgeting plans is not per- 
mitted for tuberculosis, venereal diseases, 
workmen-compensation-law cases, quarantin- 
able diseases or mental disorders after such 
are diagnosed. A subscriber may be hospital- 
ized only on the recommendation of and while 
attended by a private physician eligible to treat 
patients in the hospital of the subscriber’s 
choice. The subscriber must submit his identi- 
fication card upon his admission to the hos- 
pital. The financial dealings thereafter are be- 
tween the hospital and the Associated Hospital 
Service of New York. The hospital submits 
semi-monthly statements of the amounts due it. 
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About 20,000 subscribers have already re- 
ceived hospital care under this association. 

If an association has financial gains they ac- 
crue to the subscribers either as increased hos- 
pital service or as reduction of costs. 

“No non-profit free-choice plan has ever 
been discontinued or failed to meet its obliga- 
tions to subscribers or hospitals.” It has been 
estimated that by July lst of this year that 
thirty-three plans for hospital-care budgeting 
are in operation with 968,000 subscribers. 

Hospital-care plans are in operation in New 
York City, Chicago, Pittsburgh, Chapel Hill, 
N. C., Kings Port, Tenn., St. Louis, Cleveland, 
Washington, D.C., Boston, St. Paul, Minne- 
apolis, Rochester, Syracuse, Utica, Baltimore, 
Buffalo, New Orleans and Durham, N. C. 

The cost of instituting the plans has been 
from three, to thirty, thousand dollars, provid- 
ed variously by private contributors, commun- 
ity chests, and philanthropic foundations. 

Under the laws of some states the hospital- 
care associations are governed by the insur- 
ance laws of the states by special enabling acts. 
New York, Illinois, Alabama, Mississippi, Cali- 
fornia, Georgia, Maryland, Massachusetts and 
Pennsylvania have already passed such en- 
abling acts. A special Ohio law exempts hos- 
pital-care plans from the cash-deposit require- 
ments of insurance companies provided the 
hospitals assume direct responsibility for the 
provision of service to the subscribers, who 
must be enrolled within the limits of the coun- 
ty. Connecticut, Delaware, Louisiana, Minne- 
sota, New Jersey, North Carolina, Tennessee, 
Virginia and West Virginia have attitudes sim- 
ilar to that of Ohio. Other states presumably 
require the hospital-care organizations to op- 
erate as do other insurance plans. California, 
in the spring of 1937 altered its Jaws so that 
cash reserves are not required. Certain rulings 
also allows Texas to have the hospital-care or- 
ganizations without their being forced to main- 
tain the cash reserves and deposits required 
of other insurance schemes. 

“Organizers of hospital-service corporations 
should proceed under the advice of qualified 
legal counsel, and in accord with the accepted 
interpretations of the state laws covering in- 
surance.” 

This is a review of “An Historical and Criti- 
cal Analysis of the Periodic Payment Plan for 
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the purchase of Hospital Care (Group Hos- 
pitalization)”, by C. Rufus Rorem, Ph. D., 
C. P. A., Director, Committee on Hospital Ser- 
vice, American Public Health Association. The 
committee on Hospitak Service consists of: 
Basil C. McLean, M.D., Chairman; C. Rufus 
Rorem, Ph. D., C.,P. A., Director; R. C. Buerki, 
M.D., S. S. Goldwater, M.D., and Rt. Rev. 
Msgr. Maurice F. Griffin. The booklet is ob- 
tainable at the American Hospital Association, 
18 East Division Street, Chicago. 





A CRITICISM OF SOCIAL 
WORKERS 


We review a short anonymous article in 
Medical Economics. Perhaps we should not 
admit reading this journal; it is edited, how- 
ever, by a friend whom we know to be consci- 
entiously trying to do something worthwhile 
for the medical profession and for humanity in 
general. Again, perhaps we should not dignify 
an anonymous author by referring to her sto- 
ry. And still again, perhaps we should not at- 
tempt to criticise social workers since it seems 
that it is they—the “tail”—which is trying to 
wag the medical profession—the “dog”. We 
may be accused of prejudice. 

We deduce that the author is a woman prob- 
ably in her forties. She must have been 
trained in a definitely “puritanical” school 
which attempted to develop superior person- 
ages—a sort of combination of nurse and psy- 
chiatrist. She was employed ‘in “settlement 


-houses” and other places devoted to the prop- 


osition that the handicapped can be advanced 
through helping them rather than in stimulat- 
ing them to help themselves. She writes re- 
garding the nature of the work which she did 
in these places: “I record new cases, recurrent 
cases, full studies, referrals to other agencies, 
community contacts, clinic referrals, and what 
not.” Her job depended upon pleasing the 
higher-ups in the social field. The jobs of the 
higher-ups depended upon pleasing the trus- 
tees who take a pride in their work and feel 
that through their social workers they are real- 
ly doing things of great moment to underprivi- 
leged individuals. The institution and the 
work it is doing must grow or how can the 
monied class be pressed to give more and more 
money each year? 
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In other words, social workers must build 
up their jobs; cases must be pleased; other- 
wise they (the cases) will not return to the in- 
stitution to fatten statistics. Statistics must be 
convincing or the money will not be forthcom- 
ing. Then where will the jobs be? 

After eighteen years of this sort of work she 
became convinced that instead of building 
character for the handicapped she was really 
contributing to their further delinquencies. 
The social work she was doing was making 
paupers rather than promoting their happi- 
ness. She confessed that to swell their statis- 


tics they recommended the sick to use public, : 


in preference to private, clinics. We quote: 
“Often we take his financial status on his say- 
so without investigation—or without adequate 
investigation anyway.” She finally learned 
that those who are trained to receive free med- 
ical care rarely ever come to the point where 
they are willing again to pay for it no matter 
how independent financially they become. 
“The clinic habitue who parks her new car 
out of sight around the corner is too well- 
known to warrant description.” 

The social workers of the settlement houses, 
ete. work with charity hospitals and other in- 
stitutions for the building up of their social 
service clinics and other charity departments 
and their statistics, mutually working for un- 
derstanding one another’s problems—trying to 
do something for the handicapped, making 
good showings for boards of trustees, making 
their own jobs worthwhile and getting money 
enough to pay the bills. ? 

The social workers and the politicians and 
other job seekers of vision undoubtedly see the 
great possibilities of jobs and more jobs, even 
“moneys on the side” at times and hence there 
is a great number of persons strongly in favor 
of state medicine. 





THE PESSIMIST VERSUS THE 
OPTIMIST 

To the optimist everything is most satisfac- 
tory—with rare exceptions. To the pessimist 
everything is wrong—with rare exceptions. 
Both may tell nothing except the truth. An 
impartial listener must be entirely convinced 
by each argument. This is true no matter what 
the subject discussed. 

We are reminded of a story said to have 
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happened to a judge—one of the lawyers 
having been the great Lincoln. The judge had 
listened to an argument by a lawyer whose 
name has not come down in history. When 
Lincoln arose to give his argument the judge, 
whose name also has not been preserved by the 
historians or the story-tellers, informed him 
that he might just as well spare the ears of his 
listeners and his own breath as the case was al- 
ready decided. The ruling would be in favor 
of the other lawyer. Lincoln, however, re- 
quested to be allowed to present his side of 
the case. The judge gave permission but dis- 
gustedly remarked that it would profit nothing 
as his mind was already made up as to the de- 
cision. At the conclusion of the second argu- 
ment the judge said, “Well now, that’s funny; 
now you have won.” 


There is a parallelism in the two arguments 
in the above story and those being used for 
and against the idea that the pub'’ic has ade- 
quate medical care. From a study of American 
Medicine—the report by the American Foun- 
dation—it is easy to see that idealistic medical 
care is available to the public—rich, middle 
class and poor—and yet a considerable portion 
of the public does not get ideal medical care. 


As we have said before, the fault lies in two 
main directions. The public has not been edu- 
icated to get the most for their money; the peo- 
ple run to sub-standard practitioners, but pat- 
ent medicines, “adjustments”, treatments from 
boxes with high-sounding names and nothing 
else and various other sorts of devices pro- 
duced by racketeers. The sick are like the 
drowning—ever ready to grasp at anything 
with which there is a promise of relief from 
that which they suffer. 


The second great fault is with the medical 
profession. A great lag exists between the dis- 
covery of a diagnostic or therapeutic aid and 
its use generally by physicians. Physicians 
should always consider that in dealing with 
humanity they are dealing with human lives 
and that utmost care and honesty should ever 
be their motto. 


The overcoming of these two faults can only 
be done by propaganda extensively and gen- 
erally used by an organization or organiza- 
tions with the vision of the need and the mon- 


ey to carry out the programs. 
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SEVENTH CRUISE CONGRESS OF PAN- 
AMERICAN MEDICAL ASSOCIATION 
The Queen of Bermuda sails from New York 

January 15, 1938, at 6 p.m. The schedule calls 

for docking at Havana Jan. 18, Port-au-Prince, 

Haiti Jan. 24, Trujillo City, Santo Domingo 

Jan. 26, San Juan, Puerto Rico, Jan. 27. and 

New York Jan. 31. The previous cruises and 

the papers read en route and the medical and 

other centers visited have made this an out- 
standing association. Many of our members 
will remember certain cruises with a great deal 
of pleasure. Any person who wishes to make 
this cruise should communicate with Dr. Jos- 
eph Jordan Eller, 745, 5th Ave., N. Y. 





EDUCATING THE PUBLIC 

The Public Relations Bureau of the Medi- 
cal Society of the State of New York is busy 
keeping the public informed on the services 
which their profession is prepared to perform 
toward the prevention of diseases. Every week 
they send to the weekly and daily press in 
ready-to-print plate form one or more stories. 
Every state and county medical organization 
should be doing similar work. An opportunity 
to which attention has been called before is 
the sending of leaflets with the monthly bills 
to patients. The public is hungry for reliable 
information which we should be handing out 
to them. 





NEW NAME FOR COLORADO MEDICINE 


Rocky Mountain Medical Journal is the new 
name of the journal formerly known as Colo- 
rado Medicine, effective January 1, 1938, Vol. 
35, No. 1. The ownership of the journal re- 
mains with the Colorado State Medical Soci- 
ety, and continues to represent the Colorado 
State Medical Society, and The Colorado Hos- 
pital. Association. In the future it also will be 
the official organ of The Utah State Medical 
Association. The Utah State Medical Journal 
formerly published as a quarterly ceases pub- 
lication. 





ENDOWMENT FOR CALIFORNIA 
MEDICAL ASSOCIATION 
California and Western Medicine carries 
regularly bequest forms with the idea that 
members or friends of the association may 
wish to make bequests to the association for 
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specific purposes in which they have special in- 
terest. The association also has a “General 
Membership Endowment Fund” to which one 
member of the association has already made a 
one hundred dollar contribution. 

Our associations might take a leaf from the 
note book of the doctors to our west. 





LUCKY CATTLE—AND PEOPLE 

Tuberculosis is now practically eliminated 
from the cattle of the nation. Every county of 
46 states as shown by the tuberculin test, has 
less than 0.5 per cent and hence these states 
are designated by the U. S. Department of 
Agriculture as being in the modified accredited 
area. 





NEWS ITEMS 


Dr. and Mrs. H. K. Beauchamp, Phoenix, 
coast. 


Dr. and Mrs. T. W. Woodman of Phoenix, spent August on the 
coast. 


Dr. and Mrs. 8S. I. Bloomhardt, Phoenix, vacationed on the 
coast. 

Dr. Carlos Craig and family, Phoenix, visited Alaska during 
August. 

Dr. W. C. Hackett and family, Phoenix, were in St. Louis dur- 
ing the summer. 

Dr. A. A. Laurent is no longer a member of the Lovelace Clinic 
of Albuquerque. 

Dr. and Mrs. 8. D. Little of Phoenix, had two months vacation 
in the northwest. 

Dr. and Mrs. Utsinger, 
during the summer. 

Dr. R. W. Hussong relinquished his post as city physician of 
Phoenix September 15. 

Dr. Michael Mantanovich, Phoenix, removed his offices to the 
Professional building. 

Dr. Chester J. Sutta, recently of Baltimore, is serving in the 
CCC camp near Douglas. 

Dr. M. T. Leff, Glendale, addressed the Phoenix Lions’ Club 
on the European war-attidude. 

Dr. A. G. Neighbor of the CCC camp at Globe was in Phoenix 
about the first of September. 

The Fort Whipple Hospital at Prescott has an appropriation 
of $500,000 for new buildings. 

Dr. F. T. Wright, formerly of Bisbee, is enjoying life and good 
health at La Jolla, California. 

Dr. and Mrs. W. F. Schoffman of Phoenix, are the proud par- 
ents of a daughter born September 6. 

Dr. and Mrs. H. T. Bailey, Phoenix, vacationed through New 
Mexico, Colorado and the Yellowstone. 

Dr. and Mrs. Chas. N . Ploussard, Phoenix, will soon be in & 
new home in the Country Club Manor tract. 

Dr. and Mrs. Nelson D. Brayton, Miami, recently announced 
the engagement of their daughter Dixie Lee. 

Dr. Ernest L. Hicks, Phoenix, who has been ill for several 
months, announces his return to practice. 

Dr. and Mrs. T. E. McCall, Phoenix, vacationed in Bryce and 
Zion National Parks and at Yellowsotne. 

Dr. and Mrs. Howell Randolph, Phoenix, have a new home 
nearing completion on 28th street near Osborn road. 

Dr. E. W. Johns of the Lovelace Clinic, Albuquerque, attended 
the recent International Congress of Radiology in Chicago. 

Dr. J. R. Van Atta, of Albuquerque, attended the International 
Congress of Radiology in Chicago during September. 

The St. Joseph Sanatorium and Hospital of Albuquerque had 
commencement exercises for a class of nurses Oct. 2nd. Dr. 
Lovelace, president of the staff, presided and delivered the 
chief address. 

Dr. William H. Woolston, Albuquerque, is chairman of the 
school of nursing committee of the St. Josep’h Sanatorium and 
Hospital. 

Dr. George Goodrich has enjoyed a well-earned rest at var 
ious points along the Pacific coast during the past summer. 

Dr. Crispen Rivera of San Luis, Mexico, died September 3rd 
from injuries received in an aut bil ident in Yums 
county. 

Major General Alexander M. Tuthill, M. D., Phoenix addressed 
various clubs recently on preparedness. 

Dr. A. N. Crain, Phoenix, in charge of the Public Health work 
of Maricopa county, visited in Kentucky and Arkansas durin 
the summer. 

Dr. Robert Flinn, Phoenix, president of the Maricopa Count? 
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Control of Syphilis! 


A most important factor in the diagnosis and control of 
syphilis is reliable blood, darkfield, and spinal fluid exam- 


inations. 


We run daily Wassermann (Kolmer modification) and 
Kahn tests. 


Results are sent the referring physician by wire (at our 


expense) when requested to save time. 


A supply of Keidel tubes for blood withdrawal, in mailing 


containers, sent cheerfully on request. 


Wassermann $3.00 
Wassermann and Kahn $5.00 


Turner’s Clinical & X-Ray Laboratories 
First National Bank Building 
EL PASO, TEXAS 
DELPHIN von BRIESEN, M. D. 
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— Society, has returned from his annual European ex- 
cursion. 

Dr. Brick P. Storts, Tucson, practice limited to infants and 
he Son has recently opened offices in the Valley National Bank 
building. ‘ 

The Pima County Hospital seems to have its equipment but to 
know who has to pay for it may take another meeting of the 
State legislature. 

Dr. Louis John Saxe has recently opened offices in the Pro- 
fessional building in Phoenix to devote his practice to neurology 
and psychiatry. 

Dr. Austin Charles Wright, formerly of Bisbee, and who died 
some months ago in Oregon, was a life-long friend though not 
related to Dr. F. T. Wright. 

Dr. and Mrs. Henry R. Franklin visited the British Isles dur- 
ing the past summer; while in London he did post-graduate work 
in eye diseases. 

Dr. A. E. Cruthirds of Phoenix had a month’s vacation this 

summer in Denver and New York City and is now in the east 
taking post-graduate work. 
Dr. and Mrs. Palmer Dysart of Phoenix gave a dinner-dance 
to a group of friends celebrating their 9th wedding anniversary 
on the evening of September 11, 1937. 

Dr. H. D. Ketcherside of Phoenix accepted a temporary ap- 
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pointment as city physician pending the finding of a physician 
who will devote full time to the position. 

Dr. F. W.Butler of Safford, Arizona, has recently added a ky. 
boratory techincian to his clinic staff; Dr. Butler did post 
graduate work in Europe during the summer. 

Dr. Floyd Boynton Bralliar, of Wickenburg, for the past 14 
months an interne of St. Joseph’s hospital during 1935, is now 
owner and operator of the Wickenburg hospital. 

A Phoenix newspaper had Dr. H. L. Goss say that a person 
with 1 mgm. in 1 c.c. of his urine may be decently drunk; 
: —_ indicate distinctly drunk, 3 drunk and disorderly ang 

ea . 

Dr. Warner W. Watkins, Phoenix Pathological Laboratory, at- 
tended the northern Arizona Baptist Convention in August 
the International Radiological Association in Chicago where he 
read a paper in September. 

Dr. Coit I. Hughes, State Superintendent of Health of Arizona, 
has traveled through much of the state during the past fey 
months to correlate the public health programs of the various 
counties of the various departments. 

Dr. J. B. Eason, director of child hygiene of the Arizona Stak 
Board of Public Health has visited various parts of the state to 
correlate the work of his department. 

The Harlow Brooks Memorial Clinic Conference at Ganado hai 
its 2nd annual session the first week of September and brought 
together a number of interesting well known physicians from 
various parts of the United States. 

Drs. W. L. Brown, Paul Gallagher, Orville Egbert and Maurice 
P, Spearman, El Paso, D. G. Calvard, Deming, W. B. Cantrell 
Gallup, Howell Randolph, Jesse D. Hamer and Orville Harry 
Brown, Phoenix, and Captain A. C. Taylor, Phoenix, met at 
Lordsburg in September for an afternoon conference on matten 
of general interest to the members o ffour component societies, 

Dr. H. S. Denninger, Glendale, has one room of his home ful 
of railroad and equipment. There are 250 feet of track, 5 loco 
motives, 10 refrigerator, 2 tank and 3 flat cars, a caboose, 1 
wrecking crane and 4 motors all operated by remote control to 
run the trains. Every part has been constructed to scale 3 
inch to the foot. The spikes, signs, etc., are all true reproductions 
in miniature. This is a hobby which should be instructive t 
Dr. Denninger’s children and the neighborhood children who 
expect to become railroad men. 

Dr. and Mrs. Swackhamer, Superior, observed their silver 
wedding anniversary September 3rd by entertaining their bridge 
club—The Saguaro Bridge Club of which Mrs. Swackhamer has 
been a member for 20 years. They married in Blue Earth, Minn, 
September 3, 1912. The “bridegroom’s cake” which had been 
kept sealed for 25 years, was opened and displayed and then 
resealed to be again displayed at the 50th anniversary. They 
came to Arizona in 1917. He was located at Miami and Hayden 
before locating in Superior, where he has been chief surgeon ol 
the Magma Copper Company. 

Dr. R. J. Stroud, Tempe, had considerable publicity in the 
Phoenix papers in August in connection with his success in ob- 
taining the Far Western A.A.U. Aquatic meet for Tempe; the 
doctor in his earlier youth was a “one-man track-team”—being 
more than passing successful in the 220-yard dash, the quarter 
mile, the half-mile and the mile. His record of 2:05 for the 
half-mile stood locally for 18 years. The Phoenix Gazette con- 
cluded an editorial on Dr. Stroud by saying: “This column pays 
tribute to a man who took part in athletics and continues & 
do so purely in the spirit of playing the game to win.” 

Dr. Jay Dee Dunshee has recently become local health ad- 
ministrator for the Arizona State Department of Public Health 
under Dr. Coit I. Hughes, State Superintendent of Public Health. 
Dr. Dunshee is a native of Iowa. He is a graduate of the Med- 
ical School of the University of Iowa in 1908. Until 1917, he was 
in private practice. He was in the B.E.F. and the A.E.F. durin 
the World war, as a captain; afterward he served as Director of 
Child Welfare for Los Angeles from 1921 until 1926. He was 
health officer of Pasadena from 199 to 1934. For the next year 
he served as director of the California State Department, re 
signing there to become director of the Idaho State Department 
of Health. Mrs. Dunshee died in California last August. Dr. 
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Dunshee is a Fellow of the American Public Health Association 
and a member of the American Association of Social Workers, 
of the American Legion, the Alpha Kappa Kappa and Phi Delta 
Theta fraternities, and was for 12 years a member of the board 
of directors of the Los Angeles Child Guidance Clinic. At one time 
he served as president of the Southern California Society for 
Mental Hygiene 


Dr. Ernest A. Campbell has recently joined the Lovelace Clinic 
Albuquerque. He has been for many years Professor of Surgery 
in New York Post Graduate Medical School, Columbia Univer- 
sity, and was attending surgeon to the New York Post Graduate, 
St. Francis and and Misericordia Hospitals, and was on the 
staff of the Doctors’ Hospital. 


DOCTORS WANT VENETIAN BLINDS 


The Venetian Blind, accepted as one of the nec- 
essary furnishings in every up-to-date doctor’s of- 
fice, as well as the hospital and sanitarium, has 
passed the experimental stage and is now being in- 
stalled with a guarantee of satisfaction. : 

Because our readers in all probability provide the 
largest number of venetian blind users found in the 
professional ranks, their interest in the subject is 
self-evident, and to them we pass on this informa- 
tion which seems to be of first importance to the 
one who is about to have venetian blinds installed 
in his home or Office. 

Venetian blinds are dependable and never er- 
ratic or else they are undependable and ever er- 
ratic. It all depends on the maker, also quite fre- 
quently, the mechanic who installs them. The 
Slats in the blind seldom cause the greatest trou- 
ble in any installation. There are several. different 
parts, aside from the slats in the newest Venetian 
blind. Material of quality must prevail, otherwise 
strain will soon find the flaw that always lurks in 
mediocre quality. 

The only Venetian blinds made in Arizona are 
produced by The Arizona Awning & Venetian Blind 
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Co. They are fully guaranteed from every stand- 
point of interest to the buyer. They are quality 
and dependability. They represent pride of ac- 
complishment. Ari-Zona is the trade name. Ari- 
Zona will meet your requirements. 


The Arizona Awning & Venetian Blind Co., with 
Bert Hepworth, Manager, assisted by Mrs. Arthur 
C. Anderson, makes a special effort to cooperate 
with the medical profession. They want the doc- 
tors’ business because they know how to handle it, 
They appreciate a critical audience. Why not tak 
it over with them the next time you want an awn- 
ing, or some lawn furniture? This company is also 
headquarters for window shades, tents and tar. 
paulin. Oh, yes, this company will repair any make 
of Venetian blind, no matter who made it in the 
first place; they assure us they will handle it with 
the same consideration as if they originally in- 
stalled it. Why not phone them right now? It 
Phoenix 3-8011. 





ARIZONA FUNERAL HOME 


Recommendations mean little or much, depend- 
ing upon their source. From the family physician 
however, they are generally received with gratitude 
by the patient and his family for they believe in his 
integrity and his desire to help. Probably, one of 
the most important recommendations he, is asked 
to make, concerns the funeral director. Doctor! 
won’t you please tell us of some funeral director 
who is moderate in his charges, considerate in his 
dealings, yet up-to-date in his arrangements, and 
his ability to provide dignified services within the 
proper surroundings? Yes, this is one of the im- 
portant questions doctors must answer from time 
to time. 








gestions are invited. 


1022 E. Garfield 
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The November number of Southwestern Medicine will contain a short 
article on the Florence Crittenden Home, its plan of operation, and its present 
status as a humanitarian asset; written by V. O. Wallingford, president of our 
board of directors. Will you please look-for it. Your comments and sug- 
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To the physician who wants to be sure, when he 
makes this important recommendation; we believe 
the Arizona Funeral Home, located at 376 North 
Third avenue, Phoenix, deserves his consideration. 
In the first place, we are informed, the charges are 
reasonable. Then too, is the fact that the manager 
of the organization, Henry T. Forman, gives his per- 
sonal attention to each funeral entrusted to 
him. The embalming and delivery of bodies to dis- 
tant points, we understand, is an important de- 
partment in the Arizona Funeral Home. 

We believe that many doctors in Phoenix and vi- 
cinity will be interested in this information. We sug- 
gest that they call and become acquainted with Mr. 
Forman, or else phone and ask him to come to 
their office so that a general understanding as to 
rates and methods may result. Here is a man who 
apparently qualifies as an earnest citizen of char- 
acter, and ability in his profess:on. We submit tne 
name of Henry T. Forman, manager of the Arizona 
Funeral Home, and worthy of your acquaintance. 





The first west coast meeting of the American 
Academy of Orthopaedic Surgeons will be held on 
January 16-20, 1938, at the Hotel Biltmore, Los An- 
geles. For further information write Robert L. Lew- 
in, Hotel Biltmore, Los Angeles, California. 





A retired physician, aged 75, desires position as 
assistant to a physician or as a companion to an in- 
valid. Male; unmarried; christian. Salary nominal. 
Address: Box 9, Southwestern Medicine, Phoenix, 
Arizona. 





Ear, Nose and Throat Specialist wanted for loca- 
tion in a favorable climate health resort, of the 
Southwest. Apply to Southwestern Medicine, Phoe- 
nix, Arizona, Box No. Y. 














Arizona Awning & Venetian Blind 
Company 
341-343 N. 3rd Ave. Phoenix, Ariz. 


The only Venetian Blind Manufacturing Plant 
in Arizona 


Buy Ari-Zona 
Venetian Blinds. 
They are made 
of Port Orford 
Cedar Slats, 
“"Lorentzen”’ 
wrought hard- 
ware. Bead 
chain and 
accessories. 
Paint is Lacquer 
and enamel. 


Any color, 
any size, 
quick delivery 
service. 


Your satisfaction is guaranteed in either awnings, 
Venetian blinds, window shades or lawn furniture. 











Founded 1896 by Dr. Hubert Work 








Sanitarium for the scientific 
care and treatment of those 
nervously and mentally fll, the 
senile and drug addicts. 


CRUM EPLER, M. D. 
Superintendent 


WOODCROFT HOSPITAL, PUEBLO, COLORADO 








HEALTH SPOT SHOES 


are designed and built under patents that are the results of years of research 
work. They protect and straighten up that weak inrolling foot, thereby relieving 
many aches and pains due to imbalance. 


We do not practice Meaicine or Chiropody. Special attention to Doctors’ 


prescriptions. 


HEALTH SPOT SHOE SHOPS 


21 E. Adams St. 
PHOENIX 


312 E. Congress 
TUCSON 
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Suction-Pressure Therapy 


in 


Peripheral Vascular 
Disease 


Write for Catalogue and 
References to 


Paul 
A 


Muckle 


1632 Court Place 


Graph illustrating type of suction and pressure periods and intensities 
described by Landis. Denver ’ Colo. 
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Graph illustrating type of suction and pressure periods and intensities 
described by Hermann, 
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